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EXECUTIVE SUMMARY 

m s  is a report on the mid-term evaluahon of PROJECT 2000 (No 527-0366), a seven year $30 mrllion 
Project, complemented by GOP counterpart funds, and implemented under a bilateral agreement signed 
between the Govcrnmcnts of Peru (GOP) and the Umted States of America on September 29, 1993 A 
four-person team undertook the evaluation m March and Apnl of 1999 The objectives were to I )  assess 
progress toward achievements of Projcct objecttves and tdenttfy and analyze the reasons of any shortfall 
and make recommendations as to how the Institutional Contractor, the Mlnlstry of Health (MoH, and 
USAID can Improve their management and involvement in the Project, 2) evaluate the financial, 
tnst~tutional and socral sustamability of the Project and make recommendations to enhance significant 
progress m all three by the end of Project life, 3) analyze the Project's resources, budgets, and t~mcframe, 
and asscss any future nccd for modlficatlons, and 4) ~dcnt~fy any othcr factor that may havc had a poslt~vc 
or negatrve Impact on Project implementatton 

The goal of PROJECT 2000 IS to mprove the health and nutntional status of young chldren and women 
of childbearing age, the purpose of the Project is to increase the use of chdd and maternal health 
interventions To acheve its goal and purpose, the Project design was designed \nth a three-pronged 
approach 1) provisron of support dtrectly to chld and maternal health servrces, (2) improvement of the 
efficiency of those services through improved management, and 3) support for the financial sustamability 
of those services through improved health financ~ng As a way of focusing USAID-supported 
rnterventions and rationalizrng donor resources m Peru, PROJECT 2000 targets twelve geographic areas 
Ayacucho, Chawn, Chanka-Andahuaylas, Huancavelica, Ica, La Libertad, Lima-East, Moquegua, Puno, 
San Martm, Tacna, and Ucayali 

PROJECT 2000, for which USAID has authomed $30 million, obhgated $18 8 mllion and expended 
$13 4 mllion through FY 98, IS jorntly fiinded by the GOP whrch expended $9 78 ml l~on of PL-480 
funds and $1 1 9 millton of GOP treasury f h d s  from the Project's commencement through FY 98 An 
Institutional Contractor (IC), Pathfinder Internatronal, who was selected in December 1994 through 
competrtive biddrng vra a selectton committee compnsed of representattves of both the MoH and USAID, 
is responsible for unplementation of Project activlhes under the direction of USAID and the MoH 

Progress Toward Ach~evements of Pro~ect Oblectives 

PROJECT 2000 has evolved consrdcrably since it was designed six years ago Whde the Projcct goal, 
purpose, and objectives have not changed, the currently planned outputs (principally functional outputs 
and process act~vlttes) are very different from the service utrl~zation and semce outputs projected m the 
des~gn as leading to the achievement of Project objedves W~th  the evolut~on of the Project, the Project's 
objecttves and scope must be modified, they wtll not be achieved, by the current outputs, m the manner 
and scopc antrcipated Addrtionally, scrvtce utrlization and servrce outputs need to be formulated to llnk 
the functional and process acttvities with anttctpated changes in utilization of health services, health status 
and susta~nab~hty 

The notable success of PROJECT 2000 is the PCMI, the tmng/serv~ce  quality program in reproductive, 
m a t e d ,  pennatal and child health In PCMI, PROJECT 2000 is pilotmg a model combi~ung ~nnovative 
approaches to human resources development and qualtty improvement for MCH semces in 89 health 
establtshments In the twelve targeted regions of Peru Phase one is proceeding successfully at the basic 
qual~fication level, and is showrng evidence of lmprovmg quality of MCH servlces and increasing 



utdlzatlon of those services The PCMI is now at a cntlcal juncture for determining program thrust for 
the next program pllot phase - "vertical" Increases In levels of quality versus "horizontal" spread of 
m~n~mal  quality ~mprovements to the 2,500 establ~shments in those reglons 

To support the PCMI, PROJECT 2000 has Improved drug management, evaluated the nat~onal health 
information system, and developed supemsory approaches for the PCMI program m the 89 hosp~tais An 
Informat~on, Educat~on and Communlcat~on (IEC) component to the Project started late and has been 
relatwely weak to date In the Project extension recommended by the evaluation, IEC would be 
strengthened 

PROJECT 2000 had financial management and health financlng components that got off to a slow start 
Some actrvltles have been dropped The Budget Prograrnm~ng System (SPP) is undoubtedly the most 
significant output, lt 1s a powerful and flexlble electronic spreadsheet-based software program that can be 
used to estlmate both the unlt costs and the total costs of all MoH health facll~ty act~v~tlcs T h ~ s  system 
represents an Important break wlth the top-down way goals were established and budgct requests 
developed m the past The second s~gnlficant output IS the Cost and Income Informat~on System (SICI) 
T h ~ s  step-down cost analysis software tool has been developed and Implemented by PROJECT 2000 m 
three hospitals (Huaras, Ayacucho and San Martm) and mtroduced the five servlce networks funded by 
the Bank's bas~c health project The SICI system 1s deslgned to be compatible wth  the SPP 

Fmanclal, Institutional and Soclal Susta~nab~htv, 

There are a number of indicators of the potentlal sustamabil~ty of the two key financial management 
systems (SPP and SKI) developed by PROJECT 2000 To date, however, there has been inadequate 
networklng wlth Ministry of Economy and Flnance (MEF) who appear Interested and supportwe of both, 
they need, however, to be brought mto the process to better ensure that the systems are des~gned In a 
manner that 1s consistent wlth MEF's needs and requirements T h ~ s  would greatly enhance the 
sustamb~hty of both of these actlvltles 

An important question for the evaluat~on team was the financial sustarnab~lity of the PCMI 
Unfortunately, PROJECT 2000 &d not have the necessary data that would have enabled the team to 
breakout start-up and recurrent costs It is noteworthy, however, In a conslderat~on of financlal 
sustamabillty, that whlle there has been a shortfall of PL-480 fbndmg, the GOP and the MoH have more 
than offset t h ~ s  shortfall w~th publlc treasury financlng Total counterpart hnding has exceeded the level 
st~pulated In the GOP-USAID Project Agreement The MoH's w~despread Interest In and un~versally 
enthusiast~c support for the PCMI, together wlth the MoH's s~gnlficant financ~al contribut~on to the 
Project augur well for the financ~al sustamabdlty of the Project's mtcrventlons 

The prospect of lnstltutional sustamab~lity of the PCMI appears strong On the operat~onal level of 
indw~dual servlce instltutlons, the potentlal for s u s t a ~ ~ b i l ~ t y  is excellent Reg~onal authont~es, hosp~tal 
directors and semce providers "own" the improvements They pomt to renovated fac~l~ t~es ,  ~mproved 
cl~cnt satlsfactlon, bettcr case management and lncrcascd servlce volume and say 'We &d t h ~ s  T h ~ s  1s the 
result of our problem-solvmg, our efforts and our concern " 

Pat~ents and thew famhes are recognlzmg and appreclatmg the posltive changes in PCMI-assisted 
hospitals, much more work 1s needed, however, before cornmunit~es are knowledgeable about healthy 
behav~ors, danger slgns, when to seek help and routmely demand h~gh quahty maternal and ch~ld health 
servlces 



The Pro~ect's Resources, Budgets, And Tameframe 

The Project's rate of expend~ture of grant monles was relat~vely slow m its first two years, owmg to mqor 
modifications that were made m the design of the core activ~ties of the Project, vlz , the content and 
approach of the PCMI Whde the Pathfinder contract was s~gned in December 1994, and Pathfinder 
began working on the Project in Apnl 1995, it was not until May of 1996 that there was agreement on 
what PCMI would cons~st of It was not unt~l September 1996 that the sub-contract w~th Consorc~o 
ESAN, whch has led the PCMI, was signed The roll out of the PCMI, therefore, began only a little more 
than 1 5 years ago It is est~mated that the PCMI component of PROJECT 2000 is currently about two 
years beh~nd the tramng implementation schedule 

The evaluation team recommends the Project be extended and that funding to Pathfinder International be 
extended through December 2001, plus t~mc for closeout 

Other Factors Inf luenc~n~ Pro~ect Im~lementatlon 

Two factors influencing Project ~mplementat~on relate to the structure of the Project and the relationshps 
between the three key parties m PROJECT 2000 USAID, the MoH and the IC These factors have led to 
delays, and lead to cont~nuing conflict w~thm the Project The first factor is the complex structure of the 
Project and the multiplic~ty of part~es The MoH counterpart to the IC IS a Spectal MoH Umt (UEP 2000 
2000) that reports to the Office of Financing, Investment and External Cooperation of the MoH, rathcr 
than to the MoH h e  departments of maternal and chdd health The IC Itself has two mam subcontractors 
that, m turn, have hrther subcontracts 

Secondly, the Project Agreement and the contract between the USAID and the IC state that the MoH w~ll  
personally approve all Project documents that authonze procurement of services and w~l l  partic~pate fully 
wlth A I D  m guldmg and mon~tonng the Project The UEP 2000 understands th~s  language literally 
They understand that they are authorized by this language to review every prospective purchasc of 
services on the part of the IC, regardless of the cost, and that their approval, or demal thereof, of the 
prospectwe purchase should be based upon a senous revlew of the line items In that document The result 
IS delay and fnct~on 

The team has made a great many recon~mendations as to how the IC, the MoH, and USAID can improve 
their management and involvement in this Project, enhance the financial, inst~tut~onal and social 
sustamabdity of the Project, mod~fy activ~ties to more fully acheve the projected outputs These 
recommendations are compiled together m ANNEX 1 of the report 



1 BACKGROUND 

1 1 Goal, Purpose, and Conzponents' 

PROJECT 2000 (No 527-0366) is implemented under a bilateral agreement signed between the 
Governments of Peru (GOP) and the Un~tcd Statcs of America on September 29, 1993 The goal of thrs 
seven-year US$ 30-mllion grant, complemented by GOP counterpart funds2, is to improve the health and 
nutntional status of young children and women of childbeamg age The purpose of the Project is to 
Increase the use of child and maternal health interventions The Project was designed to increase 
appropnate use of chld and maternal health interventions whde, through community-based promotive 
and preventive activities, ~t would decrease the need for curative care, thus contnbutrng to a greater 
efficiency in facility-based servrces The Project also was designed to address issues of sustamab~lrty, 
belrevrng that h~ghcr levels of appropriate ut~l~zat~on could be ach~eved only rf services were made morc 
sustamablc by bccornmg morc ava~lable, access~ble and, acceptable To ach~cvc r t s  goal and purposc, thc 
Project deslgn was designed urlth a three-pronged approach 1) provrsion of support dlrectly to child and 
maternal health semces, (2) Improvement of the efficiency of those semces through rmproved 
management, and 3) support for the financ~al sustambllity of those semces through ~mproved health 
financing 

As a way of focusing USAID-supported interventions and ratlonalizmg donor resources in Peru, 
PROJECT 2000 targets twelve geograph~c areas Ayacucho, Chavin, Chanka-Andahuaylas, 
Huancavelica, Ica, La Libertad, L~ma-East, Moquegua, Puno, San Martm, Tacna, and Ucayali 

To facil~tate Project management and ensure appropnate technical assistance, the mam Project actiwties 
are being implemented through an Institutional Contractor (IC), Pathfinder International, who relies on 
overall pol~cy and teehtucal guidance from the Ministry of Health (MoH) and USAIDIPeru The IC was 
selected in December 1994, through competitive biddmg, via a selection committee compnsed of 
representatrves of both the MoH and USAID 

Most Project technical and financial resources have been devoted to the first component - Strengthening 
Chld and Maternal Health Serv~ces - whrch was designed to provide assistance to pnonty health and 
nutntion programs and was expected to result m a wsible reduction m ifant, young chrld and maternal 
deaths, as well as mprovements in nutnuonid status USAID and the MoH designed the other two 
components as "enabling" components that would contnbute to the long-term viablhty of ch~ld and 
maternal hcalth servlces and help ensure the kture of those semces 

The first Project component, Strengthening Child and Maternal Health S e ~ c e s ,  was designed to expand 
the coverage and improve the quality of natronal child and maternal and pennatal health programs, 
pregnancy and delivery care, acute respiratory infections, with emphasis on pneumonia, &ant and young 
chdd nutntion, lmmunlzation and diarrheal hseases Because exlsting child survival programs In Peru 
had appreciably reduced infant deaths due to immuno-preventable and &anheal drseases, PROJECT 2000 
was to place the greatest emphasis on programs that would target the major killers at the time of Project 
des~gn - pennatal complications and acute respiratory diseases, as well as on malnutntion - as major 
contnbuting causes of mortality and a senous impediment to ch~ld growth and development PROJECT 
2000 was not to place great emphasis on strengthening farmly planning semces because other USAID 

' Taken from the Evaluatton Scope of Work 
1994-1998 expendtures 

USAID US$ 14 mrllion 
GOP PL-480 of $9 78 and GOP treasury of $11 95 nullion . 1 



activities are providing assistance to the Fanuly Plannmg Program of the MoH These are the centrally 
hnded USAID Projects working together In Peru as the PASARE Program (Reproductive Health 
Assistance Plan) and Cobertura con Calidad (public sector support) 

The second Project component, Initiat~ves for Effic~ent Management, was des~gned to help decentralize 
adrnimstration, and to improve the management of resources and budget levels for child and maternal 
hcalth programs To support this component, the IC was charged with develop~ng pilot acttvlties in the 
Project pnonty areas m decentralized management improvement and total quallty management, all of 
which were to be geared toward increasing the quality and efficiency of health care services In addition, 
under t h s  component the IC was charged wth introducing a cost-based programming and budgeting 
process lnto the MoH that would help the MoH rationalize its budget requests and disbursements 
Finally, under ths  component the Project was to provide short-term and long-term trauung opportunit~es 
in public health and program management 

The third component, Hcallh Carc rmanclng, was dcsigncd to support MoH efforts to augncnt rcsourccs 
for prunary health care through increased mobilization of funds and strengthened efficiency Among 
other Issues, ~t was to stnve to Increase the amount of the publlc sector budget avadable for chlld and 
maternal health semces Tfus and such other issues as decentralization, the budget allocation process, 
budgetary segmentation, cost recovery and possibilities for publiclpnvate sector collaboration were to be 
addressed through policy dialogue with relevant GOP entities and health sector donors Other efforts 
related to cost recovery and equity of service provision to low-income populations were to focus on the 
development of rahonal user fee and cost-recovery systems Stules on cost analysis of health services 
and on health care demand would help the IC make recommendations for user fees, fee exemption cntena 
and costcontainment mechanisms 

1 2 Role of PROJECT 2000 rn the USAID Portfollro 

PROJECT 2000 is one of ten projects In the portfolio of the Health, Population and Nutntlon Office 
(HPN) of USAIDReru It 1s the largest, at an authorized $30 mill~on, and one of the three considered by 
USAIDReru to be most important and complementary The other two Projects are Reproductwe Health in 
the Community (REPROSALUD) and PASARE REPROSALUD seeks to simultaneously improve the 
reproductive health status of poor Peruvlan women and meet their strategic gender needs It has four 
components community lalogue and lagnosis, subgrants, advocacy, mformat~on dtssemination and 
consumer educat~on, and health-focused innovative activities Through PASARE, the coordmated efforts 
of fourteen Cooperatmg Agencm knded by USAIDWashmgton's Global Bureau, USAID provides 
technical and financ~al ass~stance to the MoN in service delivery, management systems, information, 
education and cornmumcation (IEC), evaluation, and research 

1 3 The Unrdad Espeaal Proyecto 2000 (UEP 2000 2000) 

The Umdad Especial Proyecto 2000 (UEP 2000 2000) or Special Unit for PROJECT 2000 1s the counter- 
part designated by the MoH for USAID's PROJECT 2000 The designat~on of a spec~al unit, outside the 
h e  MoH departments to be the counterpart, results, at least m part, from a December 1993 institutional 
analysis of the MoH That analysis, conducted by USAID/Peru, concluded that ~t would be wlse, given 
weak internal controls wthin the MoH, to have a special umt wthin the MoH, manage PROJECT 2000 
In the following quote, taken from that report, the acronym for the MoH IS the MDS 

USAIDfPeru OEce of Health, Populalon and Nutnhon, Overview of Project Portfolio, July 1998 
, 2 



As a corollary of t h ~ s  ~nst~tutional evaluat~on, we cons~der that given the internal control deficienc~es In 
the d~fferent arcas ment~oned In the lmes above, we are in the position to affirm that the best manner In 
which MDS could monitor the new project would be by means of a Spec~al Un~t  to be established w i t h  
MDS rtself, wh~ch would ded~cate Itself exclusively to financial and pragmat~c management of the 
project It should also coord~nate closely with the MEF Special Unit in the trmely delivery of funds to the 
health Reg~ons and follow-up on the appl~cat~on of the funds to the programs according to the budgets 
and/or operatwe plans Thls Un~t wlthin MDS should have technical admln~strative advisory personnel at 
the central and reglonal levels In order to support the development of the new project's activities \nth the 
approval of the respective Health Program directors MDE's Upper Directorate should assess this 
admimstratlon mechamsm for the PROJECT 2000 

The office and contracted staff of the UEP 2000, supported in part by USAID Project funds, are in the 
MoH, one floor apart from the Institutional Contractor 

2 THIS EVALUATION 

The Scope of Work (SOW) presented four objectives for t h ~ s  evaluation (ANNEX 2) "F~rst, the 
evaluat~on will assess progress toward achievements of Project objectives and rdentify and analyze the 
reasons of any shortfall T h ~ s  calls for an evaluation of the changmg environment and cond~t~ons and an 
assessment of whether the IC, the MoH, and USAID have acted adequately in the~r respective roles to 
those changes Furthermore, the evaluat~on team wl l  make recommendations as to how the ICY the MoH, 
and USAID can Improve them management and involvement in this Project The second objectlve of the 
evaluation 1s to evaluate the financ~al, inst~tut~onal, and soc~al sustiunability of the Project and make 
recommendations to enhance srgnificant progress In all three by the end of Project life The third 
objective is to analyze the Project's rcsourccs budgets, and timeframe, and assess any future necd for 
modifications The fourth objective 1s to identity any other factor that may have had a positive or 
negatwe Impact on Project implementation "4 

2 2 Outputs and Indrcaiors 

The SOW that is the basis for th~s  evaluation prcscntcd the outputs ~dcnt~fied in the contract signcd 
between USAIDfPeru and Pathfindcr International in December 1994 USAID/Peru also gavc the team a 
copy of text for a proposed revised contract that has been under hscussion betwcen USAIDfPcru, 
Pathfinder Internat~onal and the MoH for the past year Contract revislon has been stalled over the past 
year due to a number of lssues USAID instructed the team to use the outputs ident~fied in the proposed 
rev~sed contract, wh~ch USAID ~ndxated the Mrnister formally approved shortly before the evaluat~on 
We are using those outputs After the team amved in country, the IC developed and shared with the team 
a matnx listrng outputs based upon the proposed revised contract and indicators related to those outputs 
(ANNEX 2) 

USAWPeru Scope or Work for Ule evaluahon team 
One Issue was the long process of documenhng all the changes requested, another Issue under dlscusslon was the 

role of the MOH counterpart rn the financ~al supelv~sion and momtonng of the Patllfindcr contract 
6 We &d not see a copy of final revised contract 
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Although the Project has revised outputs and indicators (at the output level) since the Project Paper, 
Logical Framework and USAIDlPathfinder contract was s~gned, the stated Project goal, purpose, scope, 
targets, approach and objectives have not changed See the followtng two matnces that illustrate the 
current "dtsconnect" between the Project's scope, tnd~cators and objectives on the one hand, and its 
currently ant~cipated outputs on the other hand - 

lblatrlx 1 PROJECT 2000 Goal, Purpose, Scope, Approach and Objecttves 
Log~cal Framework and Current Status 

I To improve the health and nutntion 
status of young chlldren and women of 

Component Logical Framework Des~gn 

Purpose 
c h l l d b ~ a & ~  aec 
To ~ncrease the use of cldd and 

Scope of 
Project 

maternal health interventions 
Natlonal (33 reglons) 

hdtcators of 
success at 
purpose 
level 

c Infant mortality rates 
dlsaggregated by age and cause, 

0 Breastfeeding, weaning and 
growth momtonng rates 

a Irnmuntzation rates 
0 Maternal-pennatal health, 

includmg famdy planning, rates 

Baselme and 

Components 
and 
objectives 

ARI and DDC rates 
1991 DHS and Projcct~ons for 1996 

targets 
Approach 

and maternal health services, 2) 
improving the effic~ency of those 
services through improved 
management, 3) supportmg the 
financ~al sustatnab~lity of those 
services through improvcd health 

" 1) Providmg support dtrectly to child 

financing 
Three components and objectives 
congruent with the approach above 
See the matnx below 

Current Des~gn 

to improve the health and nutntlon status of 
young children and women of ch~ldbeartng 
agc 
to ~ncrcasc the use of child and matcrnal 
health tnterventions 
12 reglons wth a focus on 89 health 
estabhshments withn the 2481 health 
establishments in those 12 regtons 
No revislon to date 

No update 

The three-pronged approach IS phrased the 
same in the proposed revised contract 

Components and objecbves are virtually 
identical tn the proposed revlsed contract as 
they were m Project Paper, Logical 
Framework and Contract 

To achleve the three objectives, the Logical Framework presents 40 outputs and ind~cators for those 
outputs They Include 
e "Functional outputs whch measure the number of activltles conducted in each fimcttonal area such as 

traming or IEC" 



" S e r p e  outputs which measure the adequacy of the service delivery system In terms of access, 
quality of care and program image" 

"Semce ut~l~zation wh~ch measures the extent to which the services are used" 

The proposed revlsed contract presents fifteen "pnnc~pal outputs" and adht~onal "major outputs", none of 
whlch arc scrvicc outputs or scrv~cc utllizat~on Thcse lnclude actwlties of planning and ~mplcmentatlon 
that are at the process level, and functional outputs, a key one of whrch is the establishment of a tramng 
program in reproductwe, maternal, pennatal and chrld health (PCMI) The rndlcators ~dent~fied by the IC 
to assess these actrvities and outputs are a senes of tasks See the following rnatnx that illustrates the 
conceptual difference between process and outputs m a plannmg and evaluation framework 

There 1s a cntical conceptual gap between the largely process-level actlvltles currently identified by the 
PROJECT 2000 partners and thc stated, outdated Project Objcctlves This gap makes ~t d~fficult to 
respond to the SOW objectlvc of asscss~ng progress toward achicvcmcnt of Projcct objcct~vcs The simplc 
answer to the SOW question about progress toward these objectives u 

No, the Project IS not progressing to acheve those objectives on the scale or m the manner 
antrc~pated The Project has evolved and USAID, the UEP 2000 and IC must update the objectrves, 

a The Project must develop a conceptual framework which llnks, through servlce ut~llzation and servlce 
outputs, those new objectrves wrth rts currently anticipated outputs, 
However, the Project IS accomplrsh~ng some outputs projected m the onginal des~gn and has 
accompl~shed other activities - most notably the PCMI - that are hscussed rn thrs report 

' Jane Berlrand and Amy Tsul, INDICATORS FOR REPRODUCTIVE HEALTH PROGRAM EVALUATION, 
page 14 



Smpl~fied Supply Conceptual Framework from Inputs to impact8 

Implementation r-t- 
b 

outputs 

Planning 

Process -b 

Service Outputs I-- 

Health status u 
f 

Outputs h Outcomes 

Service 
UtiluaOon 

b 





Inthattves for 
Efficient 
Management 

Health Care 
Financmg 

Ams at 
decentrahzmg 
admmstrahon 
and improvmg the 
management of 
resources and 
budget levels for 
chtld and maternal 
health programs 
(contract and 
rmsed contract 
wordmg) 
to support MoH 
efforts to augment 
resources for 
pnmary health 
care through 
mcreased 
mobilizatton of 
funds and 
strengthened 
efficiency To 
mcrease the 
amount of the 
public sector 
budget avadable 
for chlld and 
maternal health 
semces 

r Physical Repam (1 sub-output and 1 mdntor)  
The physical state of r e p u  of health centers and health posts is improved 
- 200 health centers and health posts will have basic repars done 

Management (2 outputs and 4 mdcators), example 
MoH increases the efficiency of plamng for use of resources - budget 
categories will be rafionalized 

r Fmancmg (2 outputs and 4 mdmtors), 
Increased GOP resources are mob~lized for pnonty chld s w v a l  and 
maternal care programs - More than 55% of MoH semces w11 be MCH, 
increased from 48% m 1990 

r A nahonal-level cost-based budget 
programrmng system 

A decentralued management improvement 
model piloted m two hospitals 
r Quarterly coordmatton and evaluahon 
meehngs that mclude USAID, the MoH central 
office and program managers 

Development and unplementahon of the 
Informahon System on Costs and Income (SICI) 

A validated proposal for a user fee system 
for health semces of the MoH 

The results and recornmendahom of a senes 
of studies on cost recovery 



The four-person evaluation team spent three and a half weeks In Peru, working closely with USAID, the 
UEP 2000 and IC The UEP 2000 Project Director's secretary, who served the team as a log~stics 
coord~nator, identified important persons and instltutlons to contact and made arrangements for a very full 
itineraq The team talked with a multitude of persons m the UEP 2000, reglonal and hospltal managers, 
personnel of the IC and its subcontractors, staff of other donor agencies and with USAID The team had 
one briefing meeting with three central-level MoH department directors At the semce delivery level, the 
team interviewed managers, service providers, pat~ents and their husbands (ANNEX 3 - Persons 
contacted) We revlewed extensive documents, many of whlch the Mission sent to the team before amval 
In Peru (ANNEX 4 -Bibliography) 

The four-person t a m  had a total of 16 pcrson-days rntcrv~cwlng at the scrvlce dcl~vcrq Icvcl, the tlmc 
was shorter than deslred due to the occurrence of Easter hol~days within the evaluation's ~n-country tlmc 
Vlsits were made to hospltals and health centers m four regions Puno (six hospitals and two health 
centers), Trujrllo (three hospltals), Ayacucho (one hospital for financial systems only), San Martm (two 
hospitals, one health center, and one health post) and Lma East (one hospital and one health center) 
USAID, the UEP 2000, the IC and team decided which regions to visit based on ume, secunty and 
program reasons, wlthln those regtons, the UEP 2000 selected the service units and prepared those unlts 
for the team's vis~t Staff from USAID, the UEP 2000 and the Techc.1  Assistance Team (EAT) of the IC 
accompanied team members as observers dunng interviews and commentators dunng the car journeys 
from one site to another Within hospltals, team members mtervlewed hospital directors, health regional 
directors and deputy directors, servlce providers, IEC coordmtors, pharmacy staff and patients (ANNEX 
5 Incountry Schedule) 

There were several limitations in the fieldwork Due to the short penod in the field and the selection of 
sltes, the team may have seen mainly the stronger PCMI-assisted regions and hospltals The average tlme 
spent In each hospltal, to rntemew staff and patients, was very short - ranglng from a half-hour to two 
hours The team had the opportuIllty to interview, for a total of an hour and a half, only three persons 
from the central MoH h e  departments responsible for matedpennatal  health However, the 
evaluation team (complete or partial) had meetlngs wth five key Ministry of Health Directors, who are, 
and have been, the man counterparts of the Project 

3 THREE PARTNERS PERFORMANCE, STRUCTURE, AND COORDINATION 

The SOW stated The evaluatron team wrll assess the perfarmance of ( I )  Pathjnder Internafional as IC 
and technrcal assrstance provrder, (2) Mrnrstry of Health WoH) and regzonal health authorrtres m therr 
role zn general Project gurdance, ntonrtorrng and supervrsron, and health services as rmplementrng 
entrtres (3) US,UD, as hndrng agency, rn rts support for zmplementatron and monztorrng of Project 
actrvzrres, coordmatron wrth the MoH and other donors srnce Project znceptron In September 1993 

The evaluahon team shall evaluate the progress achreved to date rn carryrng out planned rmplementatron 
tasks under each Project-supported MoHprogram and support system as strpulated rn the Project Grant 
Agreement, Instrtutronal Contractor Contract, Annual Operahonai Plans, Monthly and Annual Reports 
document the current status of each Project component/fash, zdentzJL and analyze the reasons for any 



shortjall, and prowde recommendations to rmprove thew ~mplementatron and add or delete specljc 
components and tasks, 1 f necessary 

3 2 The Instrtutional Contractor 

The Institutional Contractor, Pathfindcr International, bid with CARE and Development Assoaates (DA) 
as subcontractors In addition, there have been numerous other subcontracts to Pathfinder, CARE and 
DA CARE has had a large subcontract wlth a four-member consortium led by ESAN, Escuela de 
Admlnistracion de Negocios The full team of the ICY known as the "Equlpo de Asistencia Tecnica (EAT) 
or Technical Assistance Team began work in February 1995 

Although from an evaluation perspective it is desirable to identify separate mputs and attribute outputs to 
specific inputs (and ~nstitutions), the complex matnx structure of PROJECT 2000 makes it difficult to 
answer a number of evaluation questions, particularly those related to attrrbution and sustalnabd~ty 

Who is responsible for what? 
Who takes the cred~t for success? And the blame for falure? 
What &d actmties cost? 
Note that among the many parties contnbuting to the Project, only some of them are devoted full t~me 

to the Project Among those who have contnbuted are 

Professional and administrat~ve staff of the IC and its subcontractors 
Professional and administratwe staff at the UEP 2000 
Professional and administrative staff at OFICE 
Professional and administrat~ve staff at MoH, central level 
Professional and administrative staff m Regional Directors' ofices 

e Med~cal, technical and administratwe staff at the PCMI hospitals 

The current Project 1s very different from that projected m the Project Paper - m some ways, 
disappomtingly short of what was projected However, there has been a great deal of change since the 
Project was desngned and much of what was presented m the Project Paper seems, m retrospect, 
unrealistic (scope of the Project including all the systems), based upon faulty knowledge (state of the 
national health informabon system for example), or outdated (mterest m financial reform) However, 
there are significant contributions in PROJECT 2000, and the IC and all the parties listed above have 
contnbuted to those achievements 

There is one consistent complaint about Pathfinder International's performance, however, that must be 
raised Pathfinder International in its proposal bid a great many accomplished international professionals 
USAID and the MoH believe Pathfinder has not delivered adequately of that technical expemse -- 
supposed to be centered in Boston and available to support Pathfinder's programs internationally They 
note that wth  the exception of an excellent Quality of Care Boston-based staff person, Boston has given 
little techca l  support to PROJECT 2000, Instead the IC has developed a senes of contracts wth other 
institutions, both Peruvian and USA based It would not be effective or efficient to change the structure at 
this point, however, both Pathfinder International and USAID/Peru would be wlse to learn from ths  
expenence that has been fiustratlng to USAID and the MoH 

As the following pages ~ndlcate, there is a great deal to be accomplished before the achevements of 
PROJECT 2000 are fhanc~ally and institut~onally susta~nable Two addtional years are necessary to carry 
out the recommendations in this report 



Extend fundmg to Pathfinder Internat~onal to December 2001 (plus tlme for closeout) to enable the 
full development/completton of the actmtres presented In thls report 

3 3 The UEP 2000, the MoH Project Unrt 

The SOW asked the team to "assess the performance of the MoH Project Unit in hlfilling their Project 
implementation responsibrlities in terms of the following liason wth USAIDfHPN m formulating 
overall Project policy and making major Project management decisions, providing guidance to the IC m 
Project implementauon, and coordination wth the IC m the financing of Project activrues in reglons, 
ensunng that Project actrvltres are camed out by the MoH counterpart, m accordance wrth the terms and 
condrtrons rn the Project Agrecment and annual workplans and budgets, facrlitatrng the coordrnatron of 
Project inputs and activrtres wrth programs at the central level of the MoH and between the ccntral and 
regronal levels, ensunng the efficrent and appropnate use of counterpart-financed technical advisors, 
commodities and vehicles, ensunng that PL-480 h d s  programmed under the Project reached the 
regronal levels in a tunely manner and submrtting annual detaded plans for the use of any Project funds 
(donation) provided d~rectly to the MoH " 

The UEP 2000 has been responsible In hlfilling their Project responsibilities PROJECT 2000 1s their 
project and they are hlly lnvolved In almost all aspects of planning, managing, monltonng and evaluating 
rt They have focused partrcularly on the PCMI and neglected, relatrvely, the Management and Financing 
Components of the Project (See Section 8 ) 

The background to the UEP 2000's performance rn PROJECT 2000, as descnbed by all three partners, 1s 
that the MoH wanted USAID to hnd  the MoH drrectly - wthout an Amerrcan instltutronal contractor 
USAID decrded on an Amencan rnstltutronal contractor, but reassured the MoH that they would play an 
important role In gutding and monitonng the Project and the IC Indeed, the Convenio between the USA 
and GOP, signed 9130193, states " As parties to the Project Agreement, the MoH and A I D are the 
pnmary lmplementers of PROJECT 2000 An U S Institutional Contractor, whom A I D w11 drrectly 
contract m consultation wth the MoH, wdl assrst them in thls effort Major management decisions will be 
taken jorntly by the MoH and A I D , with Input from the Instltutronal Contractor " The Convenio further 
states " That Contractor will rely on overall polrcy and technical guidance from the MoH and the Agency 
for Internatronal Development "' The desrgnated (MoH) Project Drrector shall have ccntral 
coordrnatron, monrtorrng and evaluation responsrbrlrtles for thc Project, wrth spcclfic regard to l~arslng 
with A I D /HPN m formulatrng overall Project polrcy and makrng major Project management decrsrons, 
providmg guidance to the Institutional Contractor m Project Implementation "I0 

Later, the Conven~o states" The MoH wll personally approve all Project documents that authonze 
procurement of servrces and wrll partrcrpate fully with A I D m gurdrng and monitonng the Project " The 
language of the contract between USAID and the IC drffers slrghtly, but importantly, from that of the 
Convenio The contract states "The MoH Project Director will personally approve all contract documents 
that authonze procurement of services and w11 partnpate hlly with A I D m guidmg and monltonng the 
Project and the I&: "I2 
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The UEP 2000 understands the language of the convenio and contract literally They understand that they 
are authonzed by this language to review every prospect~ve purchase of servlces on the part of the IC 
regardless of the cost, and that thelr approval or denial thereof, of the prospective purchase should be 
based upon a senous review of the hne Items In that document The UEP 2000 related that they are held 
accountable at audlt tlme for the~r signatures approvlng the purchases and subcontracts of the IC Audits 
performed by the Controlma of Peru, last five to SIX months a year as each document 1s mmutely 
examined The UEP 2000 fccls aulhortzed and responsible for the costcffect~vcness of the IC and r t s  
subcontractors They verballzed particular concern about the cost-effectiveness of the ESAN subcontract 
and about the salanes of ind~vlduals on that subcontract 

The IC pomts out they have a contract wth USAlD and are respons~ble through them to the US Congress 
From their perspective, they are techntcally accountable to USAID and the UEP 2000, but financrally 
accountable only to USAID that is both financrally and programmat~cally accountable to thc US 
Congress They verbahzc frustration at the delays the dual accountab~l~ty results In, as well as hstratlon 
with the focus on proccss, rather than rcsults whcn the UEP 2000 assun~cs the role of firnr~crd supcn rsor 
(in contrast to technical counterpart that is welcomed) The technical relat~onship, which should bc 
focused on results, becomes Qstorted by ~nqu~res/concems that anse from the role of financlal supemsor 

The evaluation team knows of no other USAID project In which a USAID ~nstltutional contractor is held 
financially accountable to a host country government as well as to USAID for that contract between 
USAID and the contractor Such a dual accountabll~ty is unfortunate, has been an ~mped~ment to smooth 
and t~mely ~mplementat~on, and is lnconslstent with management pnnc~ples of clear delegat~on of 
authority, responsibihty, and accountabhty The team belleves that an assessment of the cost- 
effect~veness of thls USAID donatlon (versus loan) from the USA to the GOP is the responsrb~lity of 
USAID, not the UEP 2000 

Language In the Contract between USAID and the IC for a Project extension should be rev~sed so 
as to delete all language lnd~cat~ng that the MoH and ~ t s  des~gnated counterparts should approve 
"contract documents" 

The SOW stated that the team should evaluate USAID performance regarding its overall Project 
monitonng respons~bdity, mcluding the follow~ng dlrectly procunng the semces of appropnate 
institutions to carry out the cost study and demand study, directly procunng the servlces of the IC, 
overseeing and guidmg the IC activities, revlew~ng and approvlng workplans, and subcontractmg 
activrtics, and mod~ficatron proposals, prov~drng feedback to the IC and MoH on Project implementat~on 

USND has devoted great effort to PROJECT 2000, with both the IC and UEP 2000 USAID staff are 
comm~tted and devoted to the Project and its partners As wdl be noted below, Project monitonng and 
support 1s not easy, given the structure of relationships between USAID, the MoH, the UEP 2000 and the 
IC and ~ t s  subcontractors - and the complexity of the Project Itself 

The team notes, however, that on a number of occasions USAID has appeared slow to make decis~ons or 
brmg ~ssues to conclusion For mstance, the revised contract between USAID and the ICY which was 
reportedly approved by the MoH shortly before the team's amval, had been In process for a war, In fact 



some of the outputs in ~t are outdated at th~s pomt The demand and cost stules, recommended rn the 
Project Paper as to be completed prror to the Project wrth direct USAID fundrng and to prov~de mput mto 
the des~gn of the national user fee system, were not completed untrl May 1996, srxteen months rnto the 
Project The IC notes that the approval process took much longer than expected 

Strong support IS needed from USAID on brg rssues While the Project's evolut~on from that descnbed in 
the Project Paper to the current status IS understandable, rt IS unfortunate that USAID, as the one with 
uhmate responsrbrl~ty, did not appear to marntam a "big prcture" focus as the Project evolved - so that all 
partres would remaln focused on objectives and outputs (results), even as they evolved (See Section 2) 

3 5 Structure 

T h ~ s  Project has inultrplc partres rnvolved w~th each of the three mam "partners" (USAID, MoH, and 1C) 
The muItiplrcrty frequently leads to frustrahon For mstance, the first-hne counterpart for the IC, as 
authonzed by the MoH, IS a spec~al umt wth contract staff, the UEP 2000 2000, that reports to the Office 
of Fmancrng, Investment and External Cooperat~on (of the MoH) Through the UEP 2000, the IC relates 
to the MoH departments who have lrne responsrb~hty for maternal and ch11d health programs at the central 
level, and at the reg~onal level, the IC relates to the hosprtals m collaboratron wlth the UEP 2000, through 
the regronal directors who report to the Office of the V~ce  Mrnlster of the MoH The ICY wth  
responsibilrty for rmprovrng maternal/pematal servlce quality and utilrzatron and establishulg sustamable 
systems In the programs of the MoH, has no drrect relatronshp wrth the programs that have h e  
responsrbrlrty In the MoH for matemaVpennata1 health Nor, accordng to the understandmg between the 
IC and UEP 2000, is the IC's financral expert to have d~rect relatronshps wth  the vanous personnel and 
departments In the MoH that are charged wrth plannmg and financing health at the central level 

The UEP 2000, on the other hand, vrews the IC and ~ t s  subcontracts as a senes of layers and relates to 
ESAN, responsrble for the acclarmed PCMI, through the IC and rts subcontract w th  CARE Add several 
levels and ofices of USAID - strearnllmng the Project is not, from any partners' perspectwe 

In theory, the structure of PROJECT 2000 has advantages PROJECT 2000's reportmg to OFICE rather 
than line departments of the MoH m~ght be understood as addmg fbrther techca l  resources and 
developrng hrther commrtment to the sustambrl~ty of PROJECT 2000 mterventrons l 3  The fact of the 
matter IS more d~fficult The MoH h e  department dmctors the team rntervlcwed stated they saw three 
parallel structures the MoH programs, the UEP 2000 and the IC Concern was expressed how the 
actrvltres and pracesses would be transferred from the EUPOC to the h e  program departments The team 
drd not sense that the MoH line program departments "own" PROJECT 2000, although they acknowledge 
and express appreciat~on for obvrous ~mprovements rn PCMI-ass~sted hosprtals 

Desp~te thrs cumbersome structure, the Project has achleved rmportant results, as are dscussed m the 
pages that follow The ~nstitutronal arrangement fhstratmg to the UEP 2000 (PCMI berng the 
respons~bilrty of the ESAN Consortrum) is the very one that has resulted in the Innovatrve, successful and 
acclarmed PCMI We do not belreve rt would be effective or efficrent to change that arrangement at t h~s  
poult 

l3 In adhhon to ~t bang a wlse structure In hght of the weak lnternal controls noted rn the MoH In 1993 as noted in 
Sect~on 1 3 
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While the process may be frustratmg, m the reengineered USAID, results are what count 

Any change in the structure of PCMI responsibility and accountabihty would lead to 
sign~ficant lost hme and there is no tlme to be lost if PROJECT 2000 1s to ensure institutional, 
financial and social susta~nability of the PCMI before 2002 

The follow~ng drawing illustrates the structure of PROJECT 2000 at the central level 



Structure of Program Authority, Respons~billty and Accountability in PROJECT 2000 

US Congress 7 

- 
Instltuhonal Contractor (Pathfimder Internabonal) I 

Authority, respons~b~hty and accountabihty = 

t----+ 
Collaboratton and Coordmatton to achleve common goals = 

------- 
Tecluucal accountablhty from IC to EUP, 
Disputed fmanclal accountabll~ty - 
"The MoH and USAID are the primary p a e s  to PROJECT 2000 It 1s the 
role of the IC to implement the parts of the project that come under th~s 
contract under the techcal gudance of the two slgnatones to the Project 
agreement In all of these acmhes, USAID wll consult extenswely ulth 
the MoH The MoH Project dmector wll  personally approve all Contract 
documents that aulhorlzc procurement of servlces and will participate hlly 
wth USAID In wdmg and morutormg the Project and the IC "(Contract 
527-0366-C-5049-00, 12120194 



Although the Project's Conven~o and Contract were wntten before USAID reenglneermg, USAID's 
understand~ng of partnership 1s relevant "Partners work d~rectly w~th USAID to affect the c~rcumstances 
of customers " "Customers are those mdlv~duals or groups that recelve services or products from USAID, 
benefits from USAID programs or are affected by USAID actlons Ult~rnate customers are those who are 
end users or bcneficlanes of USAID's programs"'4, presumably In PROJECT 2000 they are women and 
ch~ldren need~ngfseekmg health education and health servlces from the publ~c sector 

USAID and the UEP 2000 have v~ewed PROJECT 2000, a bilateral Project, as a partnership of two, with 
Input from a thlrd party who 1s held respons~ble and accountable for Project outputs The language of the 
Conven~o and the contract, as well as the structure, reflects h s  state A contract extensron may be the 
t~me  to acknowledge that there is a thlrd partner m th~s  Project 

The new contract should be worded to reflect USAID reengineerlng In which USAID and those who 
work dlrectly wlth USAID to affect the circumstances of customers are considered partners 

PROJECT 2000 should hold a facihtated workshop focused on results, uslng the PCMI problem- 
solwng methodology to resolve conflicts, establish team work and increase professional 
collaborat~on among the three PROJECT 2000 partners 

Coordmat~on occurs wthm PROJECT 2000 on many levels between the PROJECT 2000 part~es and 
between t h ~ s  Project and other projects Part~cularly noteworthy at the reg~onal and hospital levels was the 
constructwe way staff pooled resources from reg~onal authont~es, vanous USAID Projects and other 
sources to fund facil~ty upgradtng as a consequence of the~r PCMI problem-solving 

Coorcbnat~on wrth REPROSALUD 1s part~cularly important as it works at the comrnun~ty level, 
coord~nat~on has not been very close nor does it appear that PROJECT 2000 has avaded Itself of 
REPROSALUD's findmgs and lessons learned at the commun~ty level USAID notes that m the 
communltles where REPROSALUD works, women c~te  "white menses" (regla blanca) as the~r major 
health problem PROJECT 2000 does not appear to have p~cked up t h ~ s  findmg or to be addressing it 

At the central level, PROJECT 2000 should meet soon w ~ t h  REPROSALUD staff to plan how they 
mlght learn from REQROSALUD's community-level knowledge of women's concerns and needs 
and ~ncorporate that experience, ~ncluding that on white menses, Into malung PROJECT 2000 even 
more effective in meetmg women's needs 

l 4  IBW 
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4. STRENGTHENING CHILD AND MATERNAL HEALTH SERVICES - CLINICAL 
TRAINING PWOGRAIWPCMI 

PROJECT 2000's design envisioned a project to technically upgrade and extend the range of established 
child s u ~ v a l  and maternal child health interventions (MCH) through a senes of pilot model and 
interventions in climcal training, management and health financing The Project's strategy was to improve 
the quality of MCH public services in health posts, health centers, and in surrounding hospitals through 
the development of a model inservice clirucal skills tramng program, wth a focus on the redumon of 
maternal and pennatal mortality A senes of baseline studies guides the implementation While the bulk 
of tramng interventions were mtended for the pnrnary care and commu~uty levels, the Project also 
intends to strengthen hospital management of the obstetric, neonatal and pebatnc emergencies referred 
from the community An IE&C program component was to link and develop community support to 
increase demand and preventive use of services Concomitant strengthening of management support 
systems and financing experiments are to enable the servlces cxpanslon, acccss, coverage and overall 
sustamability of services 

4 I Background and Changes zn Program Deszgn 

The Project Paper (PP) targeted the need for skill-onented and parbcipatory climcal t ranng that was not 
adrnimstratively separated from practical services dellvery It stipulated ( I )  a Lima-based model clinical 
tralning center for (2) t m i n g  of multi-bsciplinary tramng teams from regional hospitals (3) regional 
hospital teams to develop other model hospital and local clmical tralning centers, and (4) model hospitals 
and tt-auung centers to provide clinical tramng to health personnel from surrounding hospitals, health 
centers and posts Under the initial TA contract, th~s  prachce-based tramng model conceived In the PP 
was changed mto a more standard cascade- multiplier tramng approach wth MCH curncula, herarches 
of pilot traming of tramers (TOT) courses and pilot tralnrng programs, etc Numbers of traming courses 
for vanous levels of practitioners and tramng content w~th  output targets became major contract outputs 

Dunng the second year of ~mplementation major Project changes resulted in a supenor and rnnovative 
trasning approach Project experience and implementation finhngs coincided with unforeseen situational 
influences, discussed earlier, to Influence substantial modificahons to the PROJECT 2000 Project focus 
as to the tramng approach - and eventually followed by changes in TA contract outputs related to this 
component (see ANNEX 2 for revised Project Outputs) The changes in contract deliverables brought the 
training concept closer to the onginal Project Paper vision of practice-based inservice trainlng Other 
relevant changes In the slze and number of Project reglons and pilot establ~shments are discussed In 
Section 2 2 

PROJECT 2000 baseline studies of MCH sernce quality diagnosed senous deficienc~es in the clinical 
content, the sequencmg and completeness of basic climcal interventions Stubes of provider-client 
communications and interactions, client pnvacy, etc revealed similarly dismal defic~ts m services 
delivery Objective studies of health worker-client interactions validated the community perceptions of 
poor quality, unfriendly environment, and unacceptable personal treatment Most aspects of cntlcal MCH 
services were found wanting at pnmary care and hospital levels PROJECT 2000 involvement with 
nabonal specialty hospitals as clinical tramng centers, revealed climcal semces as flawed and quality- 
stncken as those of the small rural facilities, with many of the maternal and pennatal deaths talung place 
in these hospitals on the second or third hospital day This documented fragmentation and incompleteness 
of cl~nical interventions mandated major shlfts in the clinical tramng approach from individuals to 
traming service teams, and from curncula to on-the-job performance of standardzed clin~cal practice 
Relatedly, a 1997 National Training Commission workshop with representatives from the MoH, ODA, 
PAE-IO, the EEU, UNICEF, held to design a PROJECT 2000 clirucal tramng strategy, concluded that the 
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standard tralrung had faled to Improve the qualrty and the manner of servrces provrsron It proposed a 
VrsronflMrssron statement for a new human resources t r m n g  approach to remedy the falures m servrces 
delrvery Spurred on by thrs challenge, PROJECT 2000 created the rnnovat~ve "PCMI" (Programs de 
Capacrtacron Materno Inhtrl) ,  a model that uses a contrnuous qualrty rmprovement methodology (CQI) 
as the basrs for a permanent clmc-based ~n-servlce trauung program 

PROJECT 2000 also was refocused The Project Paper des~gn envwoned cl~n~cal  upgradmg for the range 
of chrld survrval mterventrons, addmg emphasrs on maternal and pennatal mortality In contrast to the 
well-establrshed chrld survrval programs, maternal and pennatal health had made lrttle progress, 
competrng for lrrnlted GOP and mternatronal resources In 1997 as GOP pol~c~es shrfled to embrace 
maternal- pennatal mortalrty as top pnontres, and perhaps serendrprtously, lrmrted PL-480 counterpart 
b d s  forced a narrowrng of PROJECT 2000 mterventrons, placrng pnonty on maternal and pennatal 
health Important PROJECT 2000 support for th~s  thrust was already rn process - (1) the procurement of 
bastc equ~pment, suppl~es and med~c~nes for health establ~shments as an mput to cl~nrcal Improvement, 
(but wh~ch are not ~ncludcd in thc tcrms of rcfercncc for tlns cvaluat~on), and (2) the ~mplcmcntat~on of a 
Pcnnatal Informatron System (SIP) to monrtor care The SIP IS a nat~onwrde MoH rnformatron system, 
developed earlrer by CLAP and PAHO, and has become a cornerstone of the PCMI model 

4 2 TIte PCMI Model "Clinical Training" Program 

Implemented as a subcontract by the Escuela de Admr~stracron de Negoc~os para Graduatos (Consort10 
ESAN), Peru's foremost graduate Busrness School, the PCMI model draws heavrly on rnternat~onal 
expencnces w~th  rndustnal psychology and performance-based management tramng models PCMI 
comprises an rnnovatrve package of management rmprovement approaches to the publrc health servlces 
sector, usmg job performance as the t m m g  medlum Importantly, PCMI IS foremost an ongolng 
(permanent) on-the-job "servrces rmprovement program" that burlds staff capacrt~es for qualrty 
lmprovements Tra~nrng IS drrectly l~nked to ongorng performance measurement, rather than to knowledge 
gamed The PCMI modcl l~nks five groups of rnst~tutronal performance rmprovements (data-based 
pract~ce, avallabrlrty of bas~c mst~tut~onal resources, teamwork, comrnunlty Irnkage, standar&zed 
practm) wrth a form of ~nstrtut~onal certrficatron called "Qualrficatron", provrdng the mcentrves and 
mechanrsms for rnd~vrdual and collect~ve qual~ty Improvements l b s  model rnvltes, but stops short of, 
introducmg a correspondrng human resources development systems component Included In the rnrt~al 
tramng of tramers was a core of professronals of the Reg~onal Health Departments (DIRES) 
~mplement~ng and supervlslng the PCMI ~mplcmentat~on As the MoH 1s techn~cally the lrnplcmcnter of 
PROJECT 2000 and PCMI, through the UEP 2000 2000, MoH pol~cres and strategies for maternal- 
pennatal health and chrld survrval shape thc dcs~gn and chorces of MCH lntcrvent~ons 

4 2 1 Problem-Solvm~ and Oualrtv Improvement 

PCMI trarning IS rn-serv~ce, on-the-job and pract~cal, fortified by manuals, where su~table and ava~lable 
by rnteractrve med~a or long-drstance learnmg methods, where needed by professronal exchange Unl~ke 
established trauirng approaches whch tend to hold the tramee respons~ble for acqurnng and selectwely 
applyrng a large range of theoret~cal knowledge and skrlls as needed rn work situat~ons, the PCMI model 
tadors learnlng to the rnservrce requ~rements PCMI t m e e s  first develop skrlls rn mult~d~scrpl~nary team 
problem solvrng m the workplace Secondly, tramng IS always practrcal, and t~ed  to spec~fic performance 
requ~rements 111 servlce provisron, concentratrng on the most common routmes and tasks -e g , prenatal 
euamrnat~on, patient hrstory-takmg, etc These are objectrvely evaluated agarnst accepted performance 
standards, uslng team analysrs, obscrvat~on and self-evaluat~on to rdentlfj qualrty Improvement and 



learn~ng needs The trammg goal 1s change In practlce and change m objectively venfiable behawor 
rather than tmproved knowledge and slulls PCMI "tramlng" IS In fact a contmuous qual~ty improvement 
(CQI) process, usmg team "apprent~cesh~ps" In a su~table servlce locatlon It 1s remumcent of the hstonc 
"Journeyman" traveling apprent~ceshlp ("pasantla") to learn speclal skdls In different workshops PCMI 
uses the approach not only to Increase the technrcal competenc~es of the profess~onals provldlng MCH 
servlces, but equally to obtarn Improvements In the organization and dellvery of the cntlcal MCH 
servlces, and to work wrth the communrty on the MCH problems PCMI mst~tut~onal lmprovement 
Projects, based on team analysis of the work s~tuatlon and servlce problems, serve as the bass for 
establ~shlng the lnservlce tralnlng program 

4 2 2 PCMI Concepts and Tools 

Instrtutronal self-evaluatron and improvement plan 1s the bass for quahty ~mprovcments and also 
comprises an ind~v~duallzed tramng cbcumculum" for every establ~shment and tramee This plan begins 
w~th an mm-vlce team analysis and reflcct~on on thew MCH scrvlces Rcv~scd and reworked, thc 
lnstltutlonal lmprovement plan guldes problem-solv~ng, creatlve use of resources, un~tes personnel Into a 
common goal, and becomes the mst~tut~on's t m m g  plan to strengthen the cltnlcal abil~tles necessary for 
carryng out servlce team respons~bil~t~es 

Standardrzed clrn~cal MCH practlce use of algonthms/protocols for MCH semces dellvery sets 
practlce standards, teaches, helps to ldent~fy practlce devlat~ons and quallty deficlts 

e Analyt~c techn~ques and operat~onal studres of day -to-day MCH practice used In every 
cstabllshrnent to study servlce s~tuat~ons for problem solvmg - e g , patlent flow and work flow analyses, 
qual~ty assessments uslng observational and behaworal analyses and other quantltatlve and qualttat~ve 
analytical and study techn~ques 

Q Matr~x organ~zatron for MCH servrce unrts also uses ~n-servlce teams and committees to momtor, 
problem-solve, to plan, to lead and coordmate efforts on maternal mortaltty, qual~ty ~mprovemcnt, 
pharmacy, IE&C and commun~ty, trammg, etc 

Q Functronal MCH semces networks servlces focus includes a tramng hosp~tallcenter and ~ t s  health 
centers and posts, the comrnun~ty health workers, as the conceptual unlts of MCH servlces lmprovement 
T h ~ s  replaces the tradrt~onal lnstltutlon focus 

Monrtorrng of MCM servrce statrstrcs -(SIP) Perrnatal Informat~on System thc MoH s 
nationwide computcrmd databasc of matcrntty care casc abstracts w~th over 60,000 pregnancy, dclivery 
and birth records, prov~des tnst~tut~onal servlce analyses It IS used to analyze collect~ve caseloads, h~gh- 
nsk outcomes and fatal events for problems solvmg Near-fbture system refinements will permlt analyses 
of case-management patterns, hgh-nsk patient flow, and referral w t h n  the functional service nctwork 
Cross tabulat~ons, calculations of rates, analysts wlth stat~stlcal parameters and slgn~ficance are already 
posslblc SIP provldes input for teams and comm~ttees work~ng on qual~ty Improvement and tralnlng 

0 Use of Clrn~cally-based MCH Trarnmg Centers reflects not only the lnservlce onentatlon, but also 
a strategic pol~cy to mxease lnst~tut~onal del~ver~es h t ~ a l l y  five speclal~st hosp~tal centers were prepared 
to tram a first group of 'Tramers" from 12 reglons, as the reglonal and local t rmmg facll~tators for the 89 
p~lot Tralrung Centers The fac~lttator/tra~ners now Impart the problem-solv~ng methodology, asstst the 
mscrvlce qualtty lmprovement process, and ass~st related quahty management Spec~al~st hosp~tals 
prepared "Tutors" In cllntcal servlccs that plan and oversee spec~al~zed cl~nlcal apprenticesh~ps In 
obstetnc surgery, neonatal management, etc as needed to upgrade sk~lls Two or three-week tralnrng 



"pasant~as"- lrterally "travehng apprentlceshlpsm- at local qualrfied Health Tramng Centers (CC) or at 
local, reg~onal or even nat~onal Hosp~tal Tralning Centers (HC) 1s the key cllnlcal tramng modal~ty 

Network Multrplrer for local MCH services local apprent~ceshp "pasantlas locales" mvolve 
network health centers and posts m the MCH qualrty mprovement trauung 

* Complementary MCH Learn~ng Modallt~es tralrung In the own workplace andlor rn other services 
s~tes uses a vanety of algonthrns/protocols, and are supplemented tnth self-tnstruct~onal manuals or 
guldes, partly from MoH vertical MCH and fam~ly planmng programs Of particular promrse are 
computenzed mteractlve multl-media algorithms for t r m n g  as for climcal management of maternal and 
child condlt~ons These have excellent ~nter-actwe adult leamng deslgn, and are largely adapted from 
PAHOtWHO or CLAP by the MoH PCMI 1s currently also testmg p~lot longdrstance-learmng 
modal~tles uslng r d o ,  e-mall, and ma11 In lnaccess~ble geograph~c locat~ons For facllrtres w~th  cntlcal 
staff shortage, a temporary personncl exchange IS poss~ble The apprenticeshrp facrl~ty subst~tutes a 
tralned profcssronal for the trainee on "pasant~a" 111s modality maintains critical servlccs coverage 
dunng traming and add~tionally Injects a m e r  who can initlate or remforce problem-solv~ng In the 
reaplent faclhty 

4 2 3 "Ouallficabon" and Re-aual~fication Incentwe and Quality Control 

PCMI "Qual~ficat~on" currently denotes ach~evement of a bas~c standard of MCH semces for the penod 
of one year, wh~ch penruts the qualified lnstltutlon to funct~on as a Tramng Center to assist and prowde 
tramlng to other establtshments In ~ t s  servlce network "Qual~ficat~on" IS the term used by PCMI to 
d~sbngu~sh ~t from the MoH "Certificat~on" of physical fac~ht~es, based largely on infrastructure cntena 
The PCMI mtroduct~on of "qualificat~on" as a t~me-l~mted certificat~on, to be repeated followmg 
objectrve re-evaluat~on aganst objectrve standards IS perhaps the most advanced contnbutlon plloted by 
PROJECT 2000 "Qualificatron" is also a b ~ g  CQI lncentlve for performance improvement It 1s 
forcsceable that "Rc-qualrficat~on" wlth rncreascd qual~ty performance cntena wll  be requlrcd to 
mantam the quality ~mprovement mcentlve, and to hmlt the expected performance drop-off followrng 
peak accompl~shrnent PROJECT 2000 has not yet developed necessary consensus among the Project 
partners on the cntena for re-qual~ficat~on for each type of lnstltutlon currently "qualfied" at the baslc 
level S~mllarly, ne~ther has PROJECT 2000 found consensus on establ~sh~ng a "vert~cal" quallty 
enhancement plan for subsequent h~gher levels of qual~ficat~on, nor has the lnstitut~onal locus of 
"qualificat~on" authonty been resolved Whde respons~bil~ty for qual~ty of health services delivery hes 
w~th the MoH, a role 1s seen for an mdependent external academic lnstltutlon to valrdatc the 
"Qual~ficat~on~' process, and eventually to lmk rt to a nat~onal health sector human resources devcloprnent 
and l~censing plan 

4 3 Summary Intennt Fzndrzgs and Observatzons 

4 3 1 Imvlementat~on of Tralmng Program 

PROJECT 2000's 89 model Tramng centers have established a continuous qual~ty lmprovement process 
In MCH and have passed the first level of a "quallficatron", wh~ch has effechvely Installed a hmited CQI 
qual~ty ~mprovementftrammg capaclty In each of the 12 pllot Reg~onal Departments Close to 100% of the 
targeted tram~ng establishments ln the reglons have now "qualrfied" at the baslc level and have lnltrated 
further tram~ng, and are eagerly antlc~patlng a requal~ficat~on and poss~bly the chance also to quahfy at a 
h~gher standard Ln the mcantrme, they are facllltatrng MCH qual~ty Improvement and trainlng In the other 



establ~shments In therr service networks ESAN reports that as of March 15, 1999 a total of 350 local 
establishments in nine of the 12 Regions have now been involved In some local t r m n g  through these 
"qualified" tralning hospitals and health centers The total number of network establishments In the 12 
reglons targeted by PCMI is about 2,500, suggesting that less than 20% of this Project target has been 
reached, wlth roughly 580 professional and technical staff (an average of two per fachty) thus far wth 
imtial trauung to begin their respective institutional Improvement plans 

It is not posslble to judge the extent to which the CQI t r a m g  capaclty is now hlly installed in the 
region Nor IS it possible from available mformation to judge how much re~nforcement and cycl~cal re- 
tramlng will be required to offset capaclty losses due to personnel relocation, (estimated at 35-50% or 
more per year) An objectwe data-based analysis would be requlred to evaluate the actual capacity- 
building effects of PCMI and the attntlon losses due to staff movement One general observation, 
however, can be made safely on the bass of the cursory revlew of PCMI unplementatron the capacity- 
bulldlng process in the "qualified" tralning lnstltutlons rcqulres reinforcement, and monltonng 

ESAN7s onginal and ambitious model antmpated both the "honzontal" implementation of the basic 
quality improvement t m n g  throughout the Project regions, as well as expenments wth "vert~cal" 
quality improvements w~th  the establishment of hlgher quality standards and referral that would address 
cl~mcal resolutlve capacity issues To date, requallfication and vert~cal quality standards for different 
types of mstltutions have not been developed Though this movative capacity-buildmg model resonates 
of public services prov~dcrs on the operational level, on the central level ~t appears to have unleashed a 
ducouraglng polemic on institutional "invention," ownersh~p and control of the successfil PCMI 
approach - and whlch tends to constram effic~ent full development and piloting of the model 

4 3 2 Honzontal Spread Within Institutions. Servlce Networks and Regions 

As "qualified" trming centers continue to pursue thelr own internal institutional MCH improvements, 
the approach is spreadmg wthm to other services Small establishments tend to be hlly involved In 
larger, more differentiated facil~tles surgery, medlclne, emergency servlces, pharmacy, and other 
departments ask to part~cipate In PCMI The "honzontal" spread Into the MCH servlcc networks has 
already been noted MoH Central and Regional Offices (DIRES) housing a core of PCMI-tramed 
professionals, are encouraging the rapid honzontal diffusion of the CQI m n g  approach not only wltlun 
each pdot departments, but equally outside of the Project l h s  multiplier effect of PCMI tramng, which 
1s marked by a proliferation of local institutional Improvement projects as part of the local tramng, 1s 
creating a potentially powefil force for locallzed change Fleld Impressions suggest, however, that the 
~mprovements are stdl fragde, that the more penpheral the establ~shments and thelr resources, thc more 
support and remforcemcnt the establ~shments may requlre to ~nstitutlonallze the new approach The thrust 
for honzontal extension has created a tension between a filler "vert~cal" quahty development and piloting 
of the model, wth a rapid "honzontal" ddhsion of the basic PCMI methodology Project implementers 
are cautioned not to over-extend the honzontal implementation momentum at the cost of re~nforcement, 
support and nurturing for institutionalization and sustamabillty 

4 3 3 Irnprovcments in Fac~litles and Organization of Semces 

Importantly, the concept of ccQuallfication" has shown itself to be a strong team incentive to achleve a 
standard, and to lnsplre a splnt of wmpetltlon among s~milar mstituhons Health services establishments 
In the PROJECT 2000 regions are enthus~astlcally embracmg the challenge of quallty improvement FAd 
visits showed remarkable phys~cal transformation of services s~tes - including client-hendly physical 
reorganmtlon of servlces, made more accessible through a hostess-guide Walls are pamted In warm, 
cheefil colors, and other improvements reflect deference to client and health worker preferences, and to 
community expectations Patient flow is generally reorganized to maxlmize integration of MCH services, . 2 1 



to reduce waiting time and improve patient flow, to ensure comprehensiveness of MCH services prenatal 
care, ARI, AEPI, Immunizations, growth monitonng, harrheal disease, nutntion, malana, k l y  
plannmg, etc 

Staff at facilities report expanded service sessions, clinic hours and general access Cursory rewew of 
services statistics m PCMI facdities working on institutional improvement do indlcate fairly general 
increases in the use of MCH services, especially in institutional and professionally attended delivenes, 
and in prenatal and post-natal visits As birthrates are declming, it IS unclear whether these statistics 
reflect shifts in choice of institutions or providers toward PCMI services improvements, or prewously 
unmet demand facilitated by improvements Client and patient mterwews validated observations about 
Increased utilizat~on due to perceptions of physically unproved facditles, better staff attitudes (more 
favorable communications and interaction with patients) Staff reports of increased attendance and 
utilization, and staff self-reports of better motwatron and attitude are commonplace More definitwe 
answers requlre systematic and comparative analys~s of servlces statist~cs within and outside of the 
Project areas 

4 3 4 Improvements in Clinical Outcomes 

The 89 hospltal and health center Model Tralrung Centers were chosen strategically to include those 
establishments which compnse the largest proportion of ~nstitutional births In their respective regions, so 
that quality improvements In maternity case management would most directly affect substantla1 numbers 
of matern~ty and prenatal cases Though PROJECT 2000 is theoret~cally re-focused on maternal and 
pennatal mortality, PCMI problem-solving and CQI for maternal and pennatal health on the operational 
level are totally integrated wlth related MoH vertical programs (ARI, DDC, Growth Momtonng, EPI, 
Sick Child Initiative, Nutntion Counseling, Basic Health for All, Maternal Health, Fanuly P l m n g ,  TB, 
community and IEC, other programs ) PCMI 1s the mechanism for integration- partly because of the 
attractiveness of ~ t s  approach, and partly because it is the domlnant force which has captured the health 
workers' motivation While PCMI was developing, parallel trammg and supervision continued under 
vertical MoH programs, but now both tramng and supervision - for better or worse - are ~ncreasingly 
integrated into "PCMI" scheduling On the positive side, thls integration has served to make available 
considerable additional resources from a vanety of programs for PCMI ltlltiatives As a result, 
improvements in chent onentation, patient flow, comprehenslveness and completeness of MCH services, 
etc , have increased the number of consultat~ons for all semces 

Staff descnbe problem-focused and patient-centered work goals, which are manifest in the records of 
maternal health problem analyses (for example, qual~ty and maternal mortahty committcc reports, Libro 
de Actas) Committee reports on problem solving ind~cate much increased staff attention to d m 1  
completeness and integration of physical exammation, completeness and correctness of pregnancy 
histones, counseling and instruction to patients, and much increased staff awareness of the importance of 
adhenng to standards of practice Random reviews of SIP facility reports, over a penod of 12 to 15 
months, do suggest improving management of MCH conditions - m terms of completeness and 
correctness of patient history, exammatIons, adherence of practice to protocols (laboratory tests, 
immunization, patient education, etc ), as well as much unproved SIP entnes, and analyses of SIP data 
ESAN7s baseline and midterm surveys (1996-97, and 1998) demonstrated by objective measures 
noteworthy imp ovement in the adherence to clin~cal protocols/algonthms for hospitalized children Th~s  
suggests that PCMI probably can be shown to have affected dlrectly a number of general cllnical MCH 
outcomes, through the integration of chdd sumval rnterventlons Integration also may be a strong force 
for institutional sustainabrl~ty On the other hand, the integration of servlces possibly d~lutes a potentially 
stronger PCMI effect on maternal and pennatal care Yet, at the same time, MCH services are becoming 
more complete, most establishments are mapping catchment area pregnancies, "radar dc gcstantcs", to . 22 



track and follow-up at home high-nsk pregnant women More h~gh-nsk women are bemg identified, and 
through problem-solving, the proportion of professionally attended deliveries are mcreaslng Simlar 
progress is being made in pennatal care neonatology skills are now integrated into the delivery room and 
maternity ward Neonatal management and resuscitation follow protocols, many hosp~tals now are 
equlpped and tra~ned to keep alive premature and low birth we~ght ~nfants 

Most facil~tics show SIP decreases in the number of maternal deaths and seemlng Increases In the 
numbers of high-risk pregnancies attcndcd While this may be due to improved rcportmg and 
classification of maternal deaths, the~e 1s strong evidence of improved nsk identification, ~mproved 
management of high nsk cases, and poss~bly reduced case fatal~ty ratios with the use of algonthrns 
S~milarly, cursory SIP reviews also suggest decreasrng percent of low birthweight infants lost in selected 
PCMI hospitals over 12-18 months Installation of improved SIP analyt~c software wdl soon fac~l~tate 
thorough analyses of PCMI fixillties and their servlces networks It 1s hoped that an effectwe PCMI 
Supcrvlsion System wdl then focus on the patlent and case-management outcome patterns, and will use 
the ~nformat~on for contlnumg cycles of quahty ~tnprovement and remforcemcnt 

4 3 5 Observations on Trainme, Approach 

Field observations, interviews and ESAN surveys all mdicate that the PCMI trattllng approach does 
facilitate effectwe adult learnmg, attitude and behavior change as measured m performance 
lmprovements Acqumng a problem-solving orientation, problem-solving and planning slulls, are the 
major steps that also enable the adult learners to master a self-~mprovement process - which bnng with ~t 
changes In attitude and behawor Thesc are med~ated by team process The ewdent pnde of PCMI health 
professionals and workers in the collective accomplishments - physical lmprovements to facrht~es, the 
improvements in the organrzation and content of services, and the mcrease In patlent utilization of 
services, the "Qual~fication", etc is unmistakable PCMI's approach of team-based work and problem- 
solving, appears to enable lndivlduals to "act" wtlun the secunty and support of the team structure, wh~le 
enabling them to develop an ~ndividual sense of mastery Discuss~ons with health functionaries suggests 
that the PCMI team-approach, not unlike membership on a sports team, generates a number of synerg~stic 
effects, rnclulng "valu~ng" of the collective goal, of team members, etc , which in turn may encourage 
and "mold" lndw~dual attitudes and behavior changes PCMI's approach appears to be encouraging team 
initiative, budding technical capacities, and appears to be developing management capacities on the part 
of team and work leaders It is reportedly changing the attitudes and behavior of health workers toward 
c11ent.s as well as toward thew own work Slm~larly, there are ~nd~catlons that the approach also 1s 
empowcrlng fcmalc profess~onal scrvicc providers and hcalth workers, who carry out much of the "hands- 
on' problem solving tcamwork 

As a word of cautlon, given the enthusiasm of semces prov~ders for the CQI approach and ~ t s  rewards, 
Project implementers should be careful not to overlook the frag~lity of the gams and not to underestimate 
the supemslon and reinforcement requ~red to fully institutionalize the program Given the pilot nature of 
the PCMI program, ~mplcmenters are encouraged to make use of PROJECT 2000 to explore mcreased 
eff~ciencies in traming and institutional~zation of the PCMI approach 

4 4 SOW Questzons 

1 Is the PCMI tramng model improving the quality of maternal/child health services in the proposed 
penod? Would these changes contribute to reduce maternal and chdd pennatal mortality? 

Yes, as discussed above, the PCMI tramng model is already improving the quality of maternal/chtld 
health services, and may be expected to increasingly do so as the Project 1s more fully ~mplcmented In the 
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proposed period With respect to the contnbut~on of these changes to the reduct~on of maternal and 
perlnatal mortality, the answer IS complex The current changes seen are making semces more accessible 
and acceptable to pregnant women with geograph~c access to these servlces points As a result, more 
women w~l l  be screened for hgh-risk cond~t~ons Increased ut~lization of more vlgilant and resolutive 
prenatal care, w~th  improvements m case management of problem cases 1s certam to affect case fatality 
outcomes, and w~l l  reduce both maternal and pennatal mortality to some extent Provided that the 89 
model tralnliig hosp~tals and ccntcrs, wh~ch together dellver close to 90% of all inst~tut~onal b~rths In therr 
regions, are able to augment and sustam their quality mprovements, they wdl have a s~gn~ficant positlve 
effect on the mortality rates In those institutions 

To make inroads into the most intransigent matern~ty problems - m areas wth poor access to acceptable 
prenatal and superwsed dellvery care, frequently w~th no access to effectwe emergency care - IS still a 
major challenge and continues to be the chef source of mortahty nsks The PCMI model must st111 
dernonstratc commun~ty leadcrshrp, nctwork referral mechanisms and clinlcal response capabilrt~cs that 
can rcsolve the prcgnancy problems, obstctr~c and neonatal cmcrgencles that the commun~ty brlngs to 
attention The question, thus, 1s not "whether" the PCMI changes w~l l  contribute to the reduction of 
maternal and pennatal mortality, but rather, "how much," "provided that " and "with what rnvestment " 

Once mortality among the users of servlces has decreased, the "easy" part wl1 have been "scooped off 
Each add~tional increment of mortality reduction will requlre more effort and resources To substantively 
reduce mortality, thrce additional aspects of the PCMI Model must be hlly developed and demonstrated 
(a) a strong commumty component wth pregnancy/delivery v~g~lance that reaches out also from even the 
most distant pnmary care points of each network, (b) a network referral system with emergency 
provlslons, and (c) cllnical capacittes to handle the referred obstetnc cases and the emergencies brought 
directly by the communit~es Perhaps one of the most unportant PCMI demonstrations - and challenges - 
of the CQI approach will be to make emergency obstetnc care effectwe as well as access~ble 

2 Is the Pennatal Information System (SIP) berng utilized to detect nsks and prevent compl~cattons in 
pregnancies and delweries? 

The SIP itself is not Intended to be utilized for cl~nical use Rather, it is a computenzed record of how 
cl~nical practice is conducted to detect and prevent nsks m pregnancies and delivenes The current SIP 
system can gwe servlce "profiles" of practices, case management and patient outcome sumrnanes for any 
establ~shrnent providing prenatal care, delivenes, postpartum and family p l m n g  care Future SIP 
versions w~ll  permit analys~s of pract~ce w~thln service networks SIP is be~ng uthzed in all PCMI- 
facll~t~es as a basis for analyzmg practlce for quahty improvement It IS a powerfil informat~on system 
with great potentla1 analyt~c capablllty to monrtor not only the ~rnplemcntat~on of PCMl quahty 
improvements, but also to compare with non-PCMI mstitutions, and to monitor maternal and pennatal 
case clinical services and case outcomes on all levels of care, semce and geographc units, and 
nat~onally Recommended SIP analyses are included In the Report's Recommendations Section under 
"Operat~onal Invest~gat~ons and Studies " 



4 5 Summary Fancirngs and Recontmendatrons 

Implementation of the first phase of the PCMI Model m the 89 current health establ~shments is 
generally proceeding successfdly at the basic qual~fication level, and is showmg ewdence of 
improving quality of MCH services and increasing demand The PCMI is now at a cnt~cal 
juncture for deterrmning program thrust for the next program pilot phase - "vertical" Increases in 
levels of quality versus "honzontal" spread of minimal quality improvements to the 2,500 
establishments 

Use of algonthms/protocols and SIP-based cntical revlew of clinical practice are now vanably 
well established in PCMI Actions to assure the quality of protocols are now a pnonty Quality 
and control of SIP data is good, but there are lingering problems w~th  software skllls, techn~cal 
support, c~mpetit~on with other MoH programs for computer use Penpheral establishments may 
require more assistance and reinforcement 

The motrvational force of "qualification"for CQI has been demonstrated, but the behaworal 
changes and improvements are still fiaglle and requlre continuous reinforcement and nurtumg, 
with specific goals for MCH service Improvements 

PCMI is lntegratlng vertical MCH programs operabonally, wth intramural spread to other 
departments - medicine, surgery, pharmacy, etc While tlus contnbutes to institutional 
sustainabll~ty, ~t is ~mportant to mam- a focus on maternal and pennatal mortality 

PCM17s contnbution to Peru is the pilotmg of a model combining innovative approaches to 
human resources development and quality Improvement for MCH semces It IS important to 
maximlze the potentral impact of USAID7s contnbution by demonstratrng the model as fblly as 
possible wth the remalnlng components 

Complete and consoldate the implementatlon of bas~c qual~fication and community 
activities In current 89 health establishments Balance "horizontal" implementatlon In each 
of the 89 establishments with targeted "vertical" quality Increase (I e , using SIP-analysis) 

o Des~gn PCMI pdot vert~cal qualrty improvements, d~fferent~ated "Re-qual~fication" cr~teria 
and re-qualify a subsample of currently qual~fied establishments Test additional 
mot~vatlonal goals, mclude recogn~tion awards, prlzes and competitions 
Complete deslgn of community component and demand creatron, hnked to clin~cal 
capacities Rapidly advance the development of cl~nical resolutrve capacit~es, pilot crit~cal 
referral systems and community problem-solving around emergencies 

Consolidate and re~nforce use of protocols and SIP, especially ~n the peripheral semce 
networks Use SIP analys~s PCMI servlce ~mprovements and results as mot~vat~onal tools 
Disseminate Investigate SIP computer access and problem-solve 
Plan, test and complete add~t~onal  steps rn p~lot trmn~ng/education and quality 
improvement approaches - self instruction, long-d~stance educat~on, poss~bly pdot the 
lntroduction of PCMI approaches Into basic professional educatlon and t ramng curricula, 
mternshrps and residencies . 2 5 



o In next Project phase document, evaluate and disseminate PCMI experiences and garns 
lnlt~ate systemat~c analyses with SIP and HIS semce stahst~cs Develop methodolog~es for 
slmple ~nvestrgatlons, analyses, case studles, etc for documentat~on and as motrvatronal 
tools Suggested examples 

- Analyses of HIS servlce stat~st~cs compare analyses of reg~onal trends, PCMI 
and non -PCMI facll~t~es to explore and expla~n MCH utlllzat~on patterns 

- SIP analyses explore and compare PCMI use and quality of SIP data 
- analyze, chart, and compare SIP quality ~nd~cators for PCMI and s~mllar non-PCMI 
1nstltut1ons 
- compare PCMI wmpos~te and dlsaggregated trends m rare event outcomes 
- trend analyses of case outcomes, wlth ANALYSIP explore case ongm, referrals 
- analyses of PCMI rural hospitals data quality, case ongln and uttllzation patterns, case 
management patterns, ~mprovements, servlce network analyses when poss~ble 

- Case studles of team problem-solvmg and resultmg client-or~ented 
improvements In physlcal facd~t~es, servlce organlzatlon, teamwork, w~th  
commun~ty, etc (These can be prepared by HC and CC semce teams) 
- Case studes of spectfic clmcal qual~ty ~mprovements 
- Casemanel stud~es of management development through PCMI m selected facll~t~es 
- Case/Panel stud~es of profess~onaVpersonal empowerment through PCMI of women 
profess~onals, health workers In selected semce teams 

5 INFORMATION, EDUCATION AND COMMUNICATION (IEC) 

5 1 A Late Start 

In December 1993, an agreement was s~gned between m S A  and USAID resultmg In PROJECT 2000 
In December 1994, after the appropnate negohat~ons, USAID and the mstmtional contractor, Pathfinder 
International, slgned an implementation agreement for the project that mcluded the partlcrpatlon of 
Development Assoc~ates Inc (DA) and CAREIPeru as subcontractors 

PROJECT 2000 bcgan its actlvitlcs In Fcbruary 1995, and after 18 months, by August/Scptcmbcr 1996, 
tcchnlcal ass~stance was provided for thc IEC and Community Tramng (CT) components In that )car, 
1996, CARE mcorporated EAT, a consultant speclallzed m CT JHUICCP s~gned a sub-agreement w~ th  
Pathfinder to develop IEC activities, and ESAN, rn a consortmm mth the University of San Marcos and 
Manuela Ramos, s~gned an agreement w~th CARE to handle PCMI and CT 

The long delay 111 the start-up of IEC and CT act~vltles was partly due to the admln~stratwe procedures for 
dealmg w ~ t h  subcontractors followed by Pathfinder and USAID Start-up of the CT package was 
stretched out unnecessarily glven CARE'S extenslve expenence m the country On the one hand, 
Pathfinder and CARE d ~ d  not ~ncorporate the CT spec~al~st mto EAT at the beglnmng of the Project 
Netther d ~ d  they set about the task of immediately startmg to implement the CT component Pathfinder 
requested that CARE slgn an agreement with ESAN m order that Manuela Ramos could take over the CT 
actlvltles 



Recommendatrons 

From the begrnnlng of the extension, IEC and CT activ~ties should start lmmedrately and contrnue 
wrthout restr~ctlon for the hfe of the Project All adm~nistratlve measures should be undertaken on 
r t~mely basrs in 1999 so that there wlll be no delay m startmg the extension actlvrt~es 

In order to ensure the rmplementatron of IEC and CT actlvlt~es, a wrrtten agreement IS needed 
with DIRES regardmg the different sectors to establish prloritles for cooperation In promptly 
carrymg out IEC and CT act~vrt~es Also, a detaded lmplementatron plan should be elaborated 
lmmedrately for the 24 months from January 2000 to December 2001 

5 2 Insufficzen f Technrcal Assrsfance 

The technlcal proposal, presented to USAID by Pathfinder dunng the selection process of the PROJECT 
2000 contractor, mcludcd s~gnrficant ICC and CT components Durmg the ncgotiatlons for the slgnlng of 
the contract between Pathfinder and USAID, the budget was adjusted and the impact of that modification 
was evidenced in the IEC component 

After the negotlatlons and development of a new IEC budget (U$ 1,024,000), the contract between 
USAID and Pathfinder was signed The revised design of the objectives and planning of the IEC and CT 
components did not provlde adequate technlcal assistance to allow for the redeslgn of the IEC and CT 
components If the IEC and CT components had been redesigned, preclse terms of reference could have 
been given for the subcontractors As a result, the IEC and CT components, neither m theory nor in 
practice, were appropnately articulated In the PCMI context 

It 1s ewdent that, techcally, redesign of the IEC and CT components was needed, not only for the 
aforestated reason, but also because of the vanables that MoH ~ndcated m this regard wlth its 
intervention In other projects such as PSNBIWB 

Now, after five years, PROJECT 2000 wlth PCMI, IEC, and CT has some successes to demonstrate and 
new challenges to confront under the extension IEC and CT have a clear area of involvement, useful 
tools and an agenda to filfill, as well as lessons learned and concrete requests from local IEC groups to 
meet 

Recommendations 

Focusing exclus~vely on PCMl's objectlves and mdrcators, whrch need to be revrsed and agreed 
upon for the extensron penod, new objectlves and lndrcators must be desrgned with absolute clarity 
as to what IEC and CT's mvolvement should accomplrsh in the 24 months of the extension 

Talung Into account the following aspects which c~rcumscnbe the extension 

0 The central recommendation of thls evaluation, to consolidate that whch has already been acheved 
by the PCMI 

@ The existence of vanous cultural bamers m the community in each location 
The slze and location of the target group covered by the HC and CC which are organized m networks 
and mlcro networks In the PCMI 
The tramng already camed out with health-care providers, promoters and midwives 

9 The need to optimize USAID resources and the limited t~me available for IEC and CT activrtles 
dunng the extension 



0 It is recommended that the IEC and CT components be ~ntegrated into a smgle "IECICT" component 

It  is recommended that for the project's extension period, the "IECICT" component be des~gned as 
a component concentrating resources and efforts -- IEC methods and CT strategies for a c t ~ v ~ t ~ e s  in 
the community w ~ t h  the partic~pat~on of health-care providers and midwlves 

It 1s suggested that MoH and USAID ~nclude outside techn~cal assstance In the select~on of 
objectives and ~nd~cators,  in des~gning and plann~ng of the "IECICT" component for the second 
and/or t h ~ r d  trimester of 1999, and that they work with the present CAREIIEC team that is putting 
together EAT, as well as wlth the un~ts  and/or those responsible IEC ~ndrv~duals in DIRES, HC and 
CC In each location, so that the objectives, rndicators, terms of reference, budgets, etc , may be 
real~stically framed under the extension amendments' Scope of Work to mclude data helpful to the 
contractor and eventual subcontractors for focusing their activities and sharpening thew output 

During the project extens~on the "IECICT" component must be carried out by two full-t~me IEC 
speclalists experienced in community activities at the central level of EAT Thus, it is 
recommended that the CARE IEC consultants, who make up part of the EAT team, have thew 
term In the project extended and that the CARE subcontractor provide h a  amstance and techn~cal 
support to these consultants 

Between November 1995, and August 1998, EAT wth the assistance of vatlous local consultant.. (Drs 
Codma and Peiia, Lic Guardla, Naccarato, Universidad Catolica, Universldad San Marcos and Centro 
Flor Tnstan) m e d  out vanous stud~es linked to formative research seeking to obtam recent data on the 
larger health top~cs covered by the Project The methodology, the implementation, and the value of these 
results are relevant to both Maternal Mortality Case Studies and T d t i o n a l  Delivery Techniques and 
Care of the Newborn 

Recommendation 

The results of this research should be appropriately ed~ted, published, and d~sseminated in the 
different areas where the data were collected 

5 4 T%e Subcontracts 

At the local level EAT camed out important actiwties m the different areas for whch, rn the last four 
months of 1996, a CARE consultant specializing In commumty relations was added to the team, and 
JHUICCP was sub-contracted for IEC and ESAN/Manuela Ramos for comrnumty tramng 

With the exception of the rapid needs assessment (RNAS), the JHUKCP subcontract was carned out In a 
timely manner following scope of work at the local level 

- Desigmng tramng models and manuals 
- Trarning health personnel in interpersonal communication 
- Educatnng IEC personnel in IEC strategic planning 
- Monitoring and adv~ce 



The RNAS was camed out with the partlcipatton of previously tramed regional teams What t h~s  
partic~patlve methodology ach~eved were credible results that allowed the local parhapants to lscover a 
context whlch enriched their daily tasks The results, m many cases, served as working data 

The deslgned modules and tramng manuals are thematically appropnate, but could have, perhaps, 
tncorporated sclected RNAS results from each sphere to tndiv~dual~ze the models and examples, thereby 
ennchtng parttcipation at the local level Regardmg the production process, the manuals were not 
validated by the users prior to publ~catlon 

EAT has closely supervised the ~niplementation of the JHUiCCP sub-contract, m parkular the tramng 
efforts with health-care provtders and local IEC teams who, In turn, have applied what was learned and, 
without a doubt, have collaborated In reducing some cultural communication barners PCMI has been 
strengthened and ennched by the achievements of these workshops 

In br~ef, thc bcnciits of thc PROJECT 2000 ~ntcrvcnt~on through thc ICC cornponcnt IS posil~vc and 
clearly demonstrated on two levels 

On one level, the health-care providers group improved provider-cl~ent commumcatlon lowering 
community bamers 
On another level, and also for the group of health-care provtders, there was new recogmtlon of IEC 
among DIRES, HC, and CC, formmg multidisc~pl~nary IEC groups and naming leaders of IEC m 
vanous establ~shments Thls allowed artlculatlon of IEC plans m each location and incorporation of a 
methodologtcal concept that some reglons have been able to develop appropnately 

In 1998, m each locat~on IEC plans were made, the practical structure allowed the proposed actlvtttes to 
be undertaken However, it 1s noted that these plans d ~ d  not include a section for mcorporatmg the mam 
findmgs of studies that may have extsted m each location, and Iikew~se, nelther were communlty aspects 
~ncluded whlch PCMI considered in ~ t s  actlvihes The 1999 plans showed better detail 

The benefit at the commumty level cannot be measured yet smce the subcontractor(ESAN/Manuela 
Ramos) recently ended tramlng ~nvolvement for prowders and m~dwives Nonetheless, there were many 
provtders and nudwives tramed who now represent a strong and appreciated communlty resource 

In the last trimester of 1999, already tralned local teams -- w~th  outs~dc techn~cal ass~stance and 
uslng observatron technrques - should, in each locatron, determ~ne the need to lmprove provrders' 
shlls in rnterpersonal communrcatrons w ~ t h  clrents 

Feedback should be obtained through In-depth interviews with health prov~ders who have 
practiced the prov~der-user technique In order to correct trainrng manuals 

Review the cultural barriers still existing rn each locatron, so that during the extens~on, those more 
likely to be resolved may be glven provrderlcl~ent and IECICT attention 

Using ex~strng informat~on, ~t is recommended that the project work with community groups and 
IEC advisors to ldentrfy whether there are traln~ng needs to complement methodology andlor slulls 
in order to ach~eve adequate in~pact-evaluation levels for IEClCT by mid-year 2000 



The EAT IEC consultants must support and track the process of technology transfer in those areas 
where ~t is dec~ded to repl~cate the "IECICT" in the PCMI rnfluence network and m~cro-network, 
thereby pron~otrng sustainability 

The IECICT plans should be designed for 24 months and mcorporate a section on research 
findings, clear ldentlficatron of the cultural barriers that have been gwen prrority for behavior 
changes need to be suggested to health-care prov~ders and to the target group of the commumty 
T h ~ s  should permit desrgn of the best rnvolvernent strategy for rural zones and allow for the 
successful delivery of messages with exrstrng resources withrn the extension per~od 

All providers and midwives in the drfferent locatrons, who have been trarned, should work w ~ t h  
IECICT educational mater~als that are most approprrate for urban-rural and rural settmgs 

5 5 Excessive Flextbilrty 

An "excessrve flexrbihty" IS noted In the dellvery of products for the IEC and CT components rn the 
different PROJECT 2000 locahons For example, In terms of the JHUKCP and ESAN sub-contracts, 
several of the products delivered were not expected, or as m the case of the "genenc rnatenals" were 
made In the EAT The products dehvered to the Project are agreements by partles andfor apply to 
contractual ampl~ficatrons ncgot~ated In each sub-contract m order to add or substrtute products 

In the case of Pathfinder, the educatronal brochure has not yet been crrculated They have dlstnbuted 
penodlcal publtcatlons as a brochure, but the contents are general and newsy -- ~t surnmmzes actlvrtles 
and renders accounts of achrevements It 1s hoped that ESAN wrll ed~t  the educational brochure and that ~t 
be dlstnbuted in the health establ~shments 

On the other hand, a vanety of IEC matenals, produced by the regions wlth MoH resources, are 
appreciable in the different project locations, demonstratmg good inltratlves which overcome the local 
technrcal limrtat~ons and whrch, acwrdmg to those who brought ~t about, followed the learned 
methodology 011 the whole, these products are of good qualrty m the choice of communlcat~on 
objectives and In content delrvery 

Recommendations 

The extension amendment SOW should be precise as to the products requested of the contractor 
and sub-contractors 

The creation, desrgn and val~datlon of the materials production for the "IECICT" component 
should be done by the IEC groups or teams in each project location, and the productron should be 
rn response to each plan's strategy 

In order to guarantee that the central and local production of materials be carried out wlthout 
delays, it is recommended that a "production of materials Protocol" be developed, w ~ t h  a lrst of 
steps to be taken and timeframes to work w~thin, in whrch all those involved should be consrdered 
and In whrch the critlcal route be identified Thls protocol should be known and approved by all 
those who partlapate rn the process 

In order to ensure that the production of messages rn each locatron achreves speclfic "IECICT" 
plan objectives, ~t is recommended that the "Thematic Matrlx" be desrgned and included in the 
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plans of the 24 month extensron as a basrc tool for producing messages The model should cons~der 
the following varrabies 

- MINSA standards for the subject 
- Research results 
- Cultural barrrer 
- Target group 
- Subject content 
- Channel to be used 
- Per~od for the dellvery of contents to the communrty 

Each locat~on has qualitative, quantltatme, and local KAP research results, rts own cultural 
barrrers to resolve and each rts own nuances Thus, the productron and dlstr~butron of "generrc 
materrals" is not recommended Thls type of material, proper to the "umbrella campa~gn" strategy, 
1s not applrcable to the PCMI and does not fit In the "IECfCT" strategy 

Ail products del~vered to the project should have the val~datlon of the target group who will use the 
product The validat~on should have an understandrng and total acceptance of the product In the 
case of the manuals to be vahdated, In-depth rntervlews should be taken advantage of in order to 
make the necessary changes Thrs IS an opportunity to prov~de adapted and specific manuals, 
follow~ng experimentatron by the health provrders of the provider-user technrque that has been 
developed 

The printed material produced at the local level should have a footnote indrcatmg the project name 
and number and the productron date All elements that do not have anythrng to do wrth the subject 
should be minrmized or elimlnated 

In order to appropriately collaborate with the transfer of technology at the central and local levels, 
the EAT IECICT component should standardize and systematize everythrng that has been 
produced and is to be produced for the project extens~on per~od At the central level, the transfer 
should take place wrth two offices, the Maternal and Chrld Health and the MoH Socral 
Communicat~on office At the local level, thrs transfer should occur w ~ t h  the IEC groups and/or 
teams of each DIRES covered by the project 

The systemlzat~on should Include new formats as Raprd Reference Guldes andor  Tool Manual for 
determrned "IECICT" processes In thrs context, the educatronal brochure should be considered 
for productron at the end of the year 2000 and be a part of the system~zatron 

5 6 Local Need for EAT TA 

The current monitonng activ~ties being camed out by UEP 2000 2000 and EAT have detected that the 
local IEC groups have reached different levels of sk~lls Thls is due to the fact that some of the groups 
have been just recently created, and also to personnel rotat~on With regard to the promoters and 
midwives, they are carrylng out their work in the community m coord~nahon with the HC and CC The 
different IEC groups and leaders constantly ask EAT for lverse technical assistance support 

Recommendatron 

It  IS necessary to approprrately organrze the technrcal assrstance for the extens~on per~od In 
accordance w ~ t h  the present needs and requirements of the local IEC groups It IS recommended 
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that the followrng structure and a certarn scope should be clearly stated in the extensron terms of 
reference 

0 The two CARE consultants In EAT pos~t~ons should focus thew act~vlt~es on the supervlslon of 
outs~de techn~cal assistance, monltonng the local 24 month plans, and assessing the impact m 
IEC/CT T h ~ s  general scope allows recommend~ng that 70% of the consultants' t~me  be spent In the 
areas provldrng the support of thc local IEC/CT groups 

Outsrde techn~cal assrstance 1s recommended to strengthen the providers' prov~der-user techmques, 
achleve un~form~ty m the level of methodology of the local IEC groups, tram In IEC/CT Impact 
assessment sk~lls, locally support the provlslon of lnstruments to the promoters and m~dwives, and 
standardize some ~nstrurnents for systemat~zat~on A penod of 12 months of outside techca l  
assistance would allow thls scope to be met 

It  a a requrrement that all the IEC groups from the d~fferent locat~ons achreve an appropriate level 
In order to recerve IECICT rmpact assessment trmnrng 

As a princrpal means of reachrng the communrty, the members of the local IEC groups should 
mteract wrth the health-care provrders and m~dwrves rn extracurrrcular actrvrt~es Thus, the local 
IEC plans should mclude the providers and mrdwrves In a sphere of act~v~tres In the communrty 

5 7 Supply and Demand 

PCMI as a whole has brought about important changes In the supply of services In bnef, ~t 1s foreseen 
that users wdl state that the impact has been positive Tlus would lead to the suppos~tion that the 
establishments are ready to embark on Publ~c Markct~ng campa~gns In, or to promote supply and mob~hzc 
demand 

Recommendations 

Durrng the PROJECT 2000 extensron and perrod of techn~cal assstance In IECICT, the focus of 
prrorrty should be on consolrdatrng what has already been achreved, complet~ng the techn~cal 
transference of the IECICT method to the d~fferent locatrons Durrng t h ~ s  extens~on perrod, rt 
should be assured that the IECICT actwtres meet thew objectrve whrch lead demand to mobrlrze 
reasonably well, one has to assess whether t h ~ s  s~ngle ~nterventron can saturate the Project's supply 
of HC and CC 

The IECICT leaders at the central and local levels should be involved w ~ t h  the organrzers and 
promoters of the next MATERNAL AND CHILD HEALTH INSURANCE, whose med~a campargn 
at the nat~onal level IS expected to be q u ~ t e  frequent Launch~ng thrs campalgn wdl, no doubt, 
rmpact the mob~lrzatron of demand rn the Project areas, thus malung unnecessary the broadenrng of 
IECICT act~vrtres through the socral marketing of servrces The supply wrll be covered wrth all 
these varrables and events foreseen in the extension 

However, understandmg that there wrll be many opportunitres In wh~ch the local IEC teams wrll be 
gathered for varrous types of workshops, ~t IS recommended that, when the uniformrty In the level 
of IEC methodology has been reached, the IEC teams be rnformed about socral marketmg and rts 
opportunrtres rn the commun~ty 
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6 SUPPORT SYSTEMS 

The IC was responsible for four systems to support the child and maternal health services 

6 1 Health Informahon System (HIS) 

The IC was to undertake an "evaluation of the presently fimctloning Health Information System (HIS)" 
and, according to one part of the revised draft contract, upgrade it, another secbon of that draft contract 
contams no mention of upgrading the system The contract for the evaluation was competed and won by 
Calmet Data S A who undertook the evaluabon from August 1997 to Apnl 1998 Calmet published its 
findmgs, mnclusions and recommendations m a deta~led multl-volume report Looking at the national 
HIS and at the information systems of key nat~onal maternaVchild health programs including the 
Matemal/Pennatal, CEDA, CIRA, Growth and Development, Farmly Planmng, Women and 
Dcvelopmcnt, the contractor concludcd that thc nat~onal mformat~on systcm had grave dcfic~cnc~cs, thc 
degree of whlch vaned from region to region The data 1s not t~mely, often is not vahd, and is not used for 
decis~ons Staffs are not tramed in information technology, there IS constant rotabon and obsolete 
equipment 

The assessment concluded that rnformation on maternal mortality was part~cularly poor and personnel 
have no fath in the data 
0 Underregistration of maternal death 
0 Different formats for reg~stratlon of maternal deaths whlch are filled out ~ncompletely and incorrectly 
* Incorrect &agnosis of death1' 

Workers don't recognize value of information on maternal mortality 

Calmet made a senes of recommendations for a thorough updating and overhauling the systems, 
including one of rntegratmg the national HIS and the systems of the vanous programs (such as 
Maternal/Pennatal and CRED) There were recommendabons for immediate change, another for short- 
term, medwm term and long-term iniprovement S~gnificantly, structural MoH change was a key part of 
the longer-term recornmendabons There is no apparent follow-up to thls evaluation To the 
dissatisfaction of the UEP 2000, the IC is not planmng hrther work on the national HIS or nabonal 
programs, nor is there any apparent response from the MoH 

The team concludes that the IC is wise to stop at thls pomt Upgradmg and overhauling the national and 
lnformat~on systems of the vanous programs is a very major undertalung with polit~cal and structural 
rarnificat~ons, ~t is a full Projcct in ~tsclf to wh~ch the M~nistry would have to bc fully comm~ttcd over a 
number of years Moreover, to be effect~ve and cfic~ent, the techca l  assistance team should work 
directly ulth the MoH h e  departments involved, rather than through a counterpart Project office as m 
PROJECT 2000 

l5 Note, even among some of the physicians m the PCMI hospitals the team visited, there is a lack of clanty about 
maternal death Two physiclam m two Merent Iiospids Included the deaths of pregnant women who had &ed as a 
result of spousal physical v~olence In thelr maternal death tally The EAT member accompanying the team corrected 
the definiuon . 33 



6 2 An Information System Component, Integrated wrth the Presently Functronrng HIS 
System, that Tracks PROJECT 2000's Indrcators wrthzn the Pnonty Area 

The draft revlsed contract l~sts "an ~nformation system component, integrated w~th  the presently 
funct~onmg HIS system, that tracks PROJECT 2000's mdlcators wrthin the pnonty area" as an output 
PROJECT 2000 has developed the excellent SIP, descnbed In Sect~on X above SIP IS not Integrated w~th  
thc HIS, nor glven the statc of the HIS, would such lntcgratlon be a good lnvestment The SIP IS currently 
used to analyze collective caseload and h~gh-risk outcomes and fatal events In the future w~th  system 
refinement, ~t w~ll  be used to analyze case-management patterns and h~gh-nsk patlent flow and referral 
w~thin the funct~onal semce network It does not track PROJECT 2000 mdlcators 

As Indicated above In Sectlon 2, PROJECT 2000 needs to, formally and explic~tly, reformulate the 
conceptual framework of the current Project Indicators are s~mply measures that help a projcct/program 
compare expected results w~th actual rcsults on a pcnod~c bas~s - results at the outcome, output and 
proccss level More imporlatitly, PROJECT 2000 ticcds to conic to consensus on the dcslrd and r~dtstlc 
results to be achleved at the end of the extended Project 

USAID, the UEP 2000 and IIC should work together, through a fachtated workshop'6, to come to 
consensus on the desired and realrst~c results to be achleved at the end of the extended Project 
They should explicitly 

e Redefine the purpose and scope of the Project 
Redefine populat~on-based lnd~cators based upon that scope 
Set targets based upon 1996 DHS data 

0 Rev~se the Project objectives In l~ght  of current real~t~es and poss~bll~t~es,  and establ~sh 
ind~cators 

Integrated PCMI results with results In finance and management (related to 
mst~tutionalrzat~on and sustamab~lity) 
* Define, if poss~ble and appropriate, semce utihzat~on outputs in PCMI-related fac~l~t~es ,  
and establ~sh mdicators 

Define servlce outputs In PCMI-related facdities and establ~sh mdicators 
0 Come to consensus on functional outputs and the process for ach~ev~ng them 

6 3 A Decentralrzed Monriorrng and Supervrsory System zn the Prronty Areas 

The draft rev~sed contract tndlcates the IC's work would Include des~gn and development of the sjstem, 
tmnlng In the system for MoH personnel and resources for ~ t s  implementat~on The IC has not 
accomplished th~s  output, nor IS such a professional system a l~kely and feas~ble output A supervlslon 
system In most lnstltutlons would Include, mlnrmally, the followmg components job descr~pt~ons, 
performance objcct~ves, performance appraisal, and supervisory protocols It would be based upon an 
organizat~onal chart wlth clear h e s  of authority and supervisory levels Job descnptlons for personnel In 
any one department would be complementary so that, together, employees completed the fimct~ons of that 
department Departments together would ach~eve the goals/object~ves of the lnst~tution Whether 

l 6  Project 2000 should ask Pathfinder to rccnut a two-person lean to lead the workshop one person should focus on 
problem-solwng and confl~ct resolution The other would be a health resource person who could asslst w~th the 
conceptual framework, part~cularly in tcnns of populabon and program-based ~nd~cators 
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employees worked rndrvrdually or rn teams, together they would resolve problems and achreve the goals 
of therr departments and the hosp~tal 

The IC has developed a supervrsory phrlosophy, approach and tools for PROJECT 2000 staff to superme 
PCMI-assrsted maternaVchdd health departments rn PCMI-assrsted hosprtals It IS an enablrng, coachrng, 
supportwe CQI approach that promotes motrvation, problem-solvlng and self-supervrsion The Project 
has wntten and shared several conceptual papers on the approach, tramed staff dunng "pasantras" and 
attempts to model the approach durmg supervisron and tramrng The approach shows such srgns of 
rnformally spreadmg beyond MCH departments In PCMI-asslsted hosprtals, however, rt is not an 
rnstrtution-wide approach m any PCMI-hosprtal 

Staff m PCMI-assrsted MCH departments, m theory and often In fact, are " supe~sed"  by at least four 
and somet~mes five lfferent external (to the hospltal) groups wrth slrghtly dfferent f o c ~  

ESAN supervrses for certtficatron 
EAT and rcglonal supcrvlsors supervlsc for tcchn~cal support and tcchn~cal coachmg 
UEP 2000 supervises for techcal  support and technrcal coachmg (counterpart to EAT) and 

for adherence to MoH pollcres and procedures 
Regronal Drrectors and therr staff supervrse, grvrng moral, technrcal and logrstlcs support and 

gudance wlthln regional norms 
UTES staff supervrse from a polrtlcal and normatrve perspectrve 

In theory, at least, the first four groups (external to the hospltal) are usmg the PROJECT 2000 enablmg 
team approach Ideally, however, a hosprtal would have a system of supervrsron rnternal to the hosp~tal, 
begrmng at the top and flowrng down from there - not m the negatrve, punltrve sense many people have 
of a herarchcal structure that controls rather than enables, but m the posrtrve sense of goals berng set at 
the top and resources mobrlrzed so to achreve them It IS hghly unllkely that the IC would be able to 
desrgn, implement and evaluate an ~nstrtutron-wide supervrsion system for any of the PCMI-asslsted 
hospitals in PROJECT 2000 What rt can - and IS dorng - is workmg on processes to supervrse PCMI 
aetlvltles in PCMI-assrsted facilrtlcs, given the current realltres of four external groups supervrs~ng those 
actrvltles 

Recommendation 

PROJECT 2000 should contmue promoting the PCMI supemsion approach developed and shared 
to date It should cont~nue working on processes to enable complementary and mutually reinforcmg 
supervision of PCMI-ass~sted activ~t~es by the external groups llsted above To promote 
mst~tutional sustamability, a plan for gradually transferring full respons~bility to the DIRES and 
local hospitals should be developed (See Section 9 ) 

6 4 Drug Supply System 

The IC was to "supply technrcal assistance to the Drrecc~on General de Medvxirnentos y Drogas 
(Drrectorate of Drugs and Mehcrnes of Peru, DIGEMID) on the analysrs of the functronrng of the drug 
supply system (PACFARM) and make reconmendat~ons for rmprovement Add~tronallj, the contractor 
wrll work wtth DIGEMID on the development of drug formulanes The Contractor also \\rlI supply 
technrcal assrstance for the ratronal use of pharmaceuttcals rn up to 18 PCMI hosp~tals " 

In 1996, PROVIDA, a Peruvran pnvate organ~zatlon spec~ahzed rn pharmaceutrcal management, 
completed an assessnicnt that was favorably rcvlewcd by drug management specral~sts at Management 



Sciences for Health (MSH) The study concluded the MoH Program for Shared Administrat~on of 
Pharmac~es at the Pnmary Level of Serv~ces (PACFARM), whtch supphes low cost pharmaceut~cals to 
all the health centers and posts through 32 Reg~onal and Subregional d~stnbut~on centers, was functionmg 
efficiently, but could be improved The report's findings and recommendations were presented and a copy 
of the report was glven to the Regional Health D~rectors, MoH counterparts and DIGEMID 
Subsequently, PROJECT 2000 requested further MSH help and USAID bought into the USAIDIW 
Project of Rat~onal Pharmaceuticals Management of MSH The purpose was to Improve the system, m 
particular to lmplen~ent a revolv~ng fund system to achievc financial sustamabihty of the PACFARM 
Program 

Drug management 1s sign~ficantly improved slnce the PROVIDA study Regional and hosp~tal staff m 
each hosprtal visited by the team related that costs of pharmaceuticals were down and income was up and 
drug management was easier Each hospital now has one central pharmacy m contrast to previous years, 
as noted In the study, when indlv~dual programs (AM, TI3 etc ) had ~ndiv~dual drug suppl~es, some of 
wh~ch wcrc not cvcn approprlatc to thc program, gcncrlc drugs arc acccptcd and supportcd by hosp1~~1 
staff and service prov~ders 

MSH's techn~cal ass~stance, provided to date through five of eight scheduled workshops, has been very 
apprec~ated 

7 IMT'IATIVES FOR EFFICIENT MANAGEMENT 

Both the Management and the F~nancing Components got off to a slow start, espec~ally wnsider~ng that 
the person put m charge of them, the Health Economist, was onglnally fimded for only four jears 
(through February 1999) A number of factors contnbuted to the slow start (ANNEX 5) 

7 I The Demaizd, Cost and Fznanczng Studies 

One reason for the slow start of the Financing and Management Components was that the demand and 
cost stuQcs, which werc to provide input mto the desrgn of the national user fee system, were not 
completed until May 1996, 16 months into the Project 

The cost study was well done The methodology ~t developed and employed became the standard 
approach adopted In sevcral ~mportant subscqucnt studlcs It became the foundat~on of the Cost and 
Income Informat~on Systcm (S~stcrna Informatla dc Costos y lngrcsos, SICJ) and 1s used to dcvclop thc 
health care services cost estimates that are an essent~al element In the Budget Prograrnrnmg System 
(Sistema de Programac~on Presupuestana, SPP) 

The demand study was less successful, due to both financial constramts and t echca l  decisions (ANNEX 
6 )  

The demand, cost and health sector financmg stud~es were among the first stud~es of thls type In Peru m 
more than a decade They filled an important information void, and are regarded by many as ~mportant, 
plonecring, reference works The studlcs brought attention, credibil~ty and respect to PROJECT 2000 s 
cfforts m the areas of financing and management, and laid the groundwork for the very considerable 
coordination and leveraging that the Project has achieved (further hscussed below) The Health 
Economist has l~ecome a public health sector-w~de recognized and respected leader in health care 
financmg issues 



7 2 Development of a Natzonal User Fee System 

Two activities that were rntended to provide Input rnto the design of a natronal user fee system only have 
recently been started These actrvrties were (1) the development of an rnventory of existrng cost- 
recovery and efficiency enhancing schemes and (2) the selection of the most promisrng such schemes to 
(a) case study and (b) undertake operatrons research on to improve therr performance A number of 
consrderations suggest that PROJECT 2000 has hgher pnontres at this time and that these two activrtres 
should be dropped (although currently contracted work should be completed) 

Presrdential electrons are only a year away, and there IS no reasonable hope of establishrng a natlonal 
user fee system until some months after a newly elected adminrstration has taken office, 

The type of information that was to have been obtained from these activities is now available from a 
number of recently completed stud~cs, and 

* most ~mportantly, the Health Economrst needs to focus her attentron and Project resources on the SPP 
so as to better ensure that rt IS fully institutionalrzed and susta~nable 

User fee revenues have grown from 9% of all MoH revenues rn I992 to 15% m 1998 In absolute terms 
they grew from 12 7 millron soles in 199 1 to 2 13 mllron soles in 1998, a 17-fold increase Moreover, 
there IS evidence that they constitute an important barner to access to care (Petrera, 1999) User fees 
r e m n  an important rssue that needs to be addressed, and PROJECT 2000 can still make a contnbutron, 
albeit a more l~mited one, to the public discussron on h s  rmportant topic 

Recommendatnon 

The GRADE contract to set up and assess two pnlot user fee systems should be modnfied the 
contract should be extended for an add~t~onal  six months to provide more time for the system(s) to 
be estabhshed and up-and-runnlng before nt 1s assessed Also, the user fee admnnnstratrve systems- 
rncludlng the role of the D I M S  m monrtonng-must be made a prlmary focus of the study The 
proposed public dnscuss~on of the objectives of a national user fee system (nn an "Intercampus-type 
eventn) should be postponed untd early 2001 (ANNEX 5) 

8 H E A L r I I  CARE FLNANCING 

8 1 Polrcy Dzalogue 

A conltion precedent for USAID's awarlng PROJECT 2000 was that the Government of Peru establ~sh 
an Inter-rnstitutronal Coordinatrng Commrttee (ICC) The ICC was seen as a potentially important 
vehrcle for coordrnatmg major health sector actors, whle providmg a forum for policy lalogue The ICC 
was formed when PROJECT 2000 started, but met only three trmes and was never an effective tool of 
policy dialogue Subsequently, another conun~ttee was formed that was charged wth addressing health 
care financing issues n s  was the Frnancrng Committee, formed by MoH m mid-1995 The PROJECT 
2000 health economist was the chair/coordmator of the Financing Committee from its inception untrl 
October 1997, when she stepped down Smce, then the Committee has met spora&cally 



The financ~al status of the MoH has ~mproved s~gmficantly since the Contract was first drafted In 1995, 
the M~n~stry's budget more than doubled from the previous year, and thereafter ~ts h d m g  level has 
r emned  relat~vely constant As a result, the F~nancing Component has lost much of ~ t s  urgency ~t o no 
longer the srne qua non, for miproving the funct~omng and qual~ty of MoH care that ~t was when 
PROJECT 2000 was designed 

Moreover, a number of the major changes In the realms of financmg and management of the Mmstry 
whlch the Contract ident~fied as important, potent~al top~cs for pol~cy dialogue have been addressed, or 
are no longer relevant This u the result of MEF budget development and momtonng reforms as well as 
some Important changes in how the MoH allocates resources 

The MoH system IS charactenzed by a plethora of id~osyncratic, fac111ty-spec~fic user fee systems that 
have come to constitute a barner to access to care Of the one-fifth of Perumans who reported they were 
111 m the past four weeks and felt they needed to obtain health care but &d not do so, 76% reported that 
thcy did not scck carc because thcy could not afford ~ t ,  I c , 15% of pcrsons who fclt thcy nccdcd carc 
were deterred by economic conslderat~ons (Petrera 1999) There 1s a need for publ~c debate on the 
objectives of a national user fee system There also IS a need for a continued coord~nation of the 
mternational agencles working m health The growmg co~ncidence of mterests and act~vlt~es in the health 
care financmg, and the recent launching of the design phase of new IDB and World Bank Projects (both 
of whuch, ~t IS reported, w~ll  be building on the work of PROJECT 2000), make coordmatlon essential 
Whde the Mlnlstry7s Health Financing Comrn~ttee can play an Important mformatson shanng and 
coordinatmg role, the MoH needs to work more closely with MEF and MIPRE (wh~ch controls the health 
budget allocations to the Reg~ons/Departments), and develop a permanent forum for domg so User fees, 
Inter- and ~ntra-sectoral coordinat~on, and the structure and adm~nistrat~on of publ~c health financmg are 
all pertment topics that should be reviewed and discussed by policy-makers on an on-gomg bass 

Recommendation 

An inter-rnst~tut~onal commrttee should be reconstituted (See ANNEX 6 for detarls on potentral 
toprcs and proposed commrttee members ) 

8 2 ?'he Budget Programnzzng System (SPP) 

The Budget Programmmg System IS undoubtedly the most slgn~ficant output of the Financ~ng and 
Management Components of PROJECT 2000 The SPP is a powe&l and flexible electronrc spreadsheet- 
based software program for cstabl~shing MoH service dclivery goals and cst~mating both thc unit costs 
and the total costs of provldmg those servlces 

T h ~ s  system represents an ~mportant break wth the way MoH has established goals and developed budget 
requests m the past Untd the mtroduct~on of t h~s  system, most servlce delivery goals usually were 
establ~shed by each vert~cal program's nat~onal office, with non-vertical program servlce goals generally 
set by reg~onal office personnel The SPP 1s a tool for tumng th~s  topdown approach on ~ts head 
spec~fic servlce dellvery goals are established at the local level (the fac~hty, the fac~l~ty network or the 
DIRES, depending upon exactly how ~t 1s ~mplemented) MoH budget requests used to be extrapolattons 
of the prevlous year's budget, and generally d ~ d  not reflect e~ther antmpated service delivery levels or the 
costs of promdmg care The SPP 1s a vehlcle for l~nk~ng health plans, servlce delivery outputs, mputs and 
costs Its appl~cat~on generates, and makes available for the first t~me, managenal mformat~on that 1s 
necessary, but not suffic~ent, for improving the performance of MoH personnel and facilit~es 



By provldlng a vehcle for expressing locally felt needs and pnontles, and replacing the former topdown 
wlth a bottom-up approach, the SPP also may be regarded as an ~mportant tool for effective 
decentrahzat~on 'and the empowerment of local and reglonal MoH personnel As such, hke the PCMI 
system, ~t prov~des Impetus to democracy-nurtunng types of changes In the trdtlonal mode of 
fimct~otllng of the State, and spec~fically the MoH The s~gnificance of the development and successful 
implementation of the SPP cannot be overstated ~t wdl usher in a new MoH era 

The SPP, however, u not yet fully rmplemented In 1998, wth assistance of the PSNB and the Pan- 
American Health Organization (PAHO), hosted SPP tralrzlng and pilot-testlng In the 12 PROJECT 2000 
DIRES, the Callao DIRES and the elght sub-reglons (networks) of the PSNB Management Sc~ences for 
Health's (MSH's) Management Tralning and Planning (MCP) approach, whlch has just started to be 
Implemented, looks well deslgned and as if it w111 be an important tool for helping to institutionalize the 
system Nevertheless, the pllot-testing expenences and the feedback prov~ded at a November 1998 
national workshop of DIRES personnel and a March 1999 "SPP vahdatlon" workshop, suggest that ~t 
would be advlsablc to go a b ~ t  morc slowly (MoH, PROJECT 2000 & PSNB, 1998) 

The SPP officially has been adopted by the MoH's General Office of Planrung (OGP) as the tool that ~t 
w~ll  use to develop budget requirement est~mates that lt annually submts to MEF The MoH plans to use 
the SPP to develop the annual DIRES-level budget estimates for next year, 2000, but wll be hard-pressed 
to acheve t h ~ s  goal T h s  goal underscores the overly optlmlstic vlew of implementmg the SPP, whch 
needs to be reassessed The tralnlng and ~mplementation phases of the SPP are cntrcal and should not be 
short-changed Domg so wlll put the ~nstitut~onalization of thls important innovation at-nsk and wlll 
unnecessarily jeoparhze the Investment that has been made m its development to date 

Add~t~onal  resources should be ded~cated to the tramng, ~mplementatlon, evaluat~on and follow-up 
of the SPP Smce thls work wlll cons~st prmartly of an Increased level of effort by MSH and/or 
CIPRODES, thls work should be awarded on a sole-source(s) bas~s 

Contracting a phys~c~an (Dr Juan Lescano) to a ~ d  m presenting the SPP (and posslbly the SICI) to 
physicians, overcomrng thew doubts and potentla1 oppos~t~on to these systems, and shoring up thew 
support for them has been a good strategy and should be contmued The position should be funded 
until at least June 2001 

Cons~deratlon should be glven to develop~ng and lncludmg an evaluat~on module In the bas~c  SPP 
software package, as has been drscussed In CIPHODES and MSI1 documents To best ensure the 
t~mely dellvery of thls module as a fully compat~ble and mtegrated component of the SPP, thls work 
should be awarded on a sole-source basls to CIPRODES 

Conslderat~on also should be glven to develop~ng and mtroduclng norms for calculatrng the 
"personneln and "suppl~es and materlaln mputs and costs, rather than contlnulng to rely on annual 
re-calculat~ons of the t ~ m e  and matenals of each of the spec~fis semce delivery targets Identified In 
the SPP (see ANNEX 6 for detalls) 

CIPRODES should be (sole-source) contracted to develop an addlt~onal SPP software program to 
make the SPP compatible w ~ t h  MEF's SIAF 

It IS notcworthy that the PSNB co-sponsored the November and March workshops, and that it 1s co- 
financing MSH's development and ~mplementation of the SPP-specific application of the MCP and its 
associated trainmg workshops PAHO has co-financed and overseen SPP ~n~plcmentation In the Callao 
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DIRES, has hosted SPP revrew workshops and IS actively rnvolved m the MSH t r m n g  workshops, as 
well 

8 3 m e  Cost and Income Infornlation System (SICI) 

The development of thrs step-down cost analysrs software tool IS an important contnbutron of PROJECT 
2000 It has been rmplemented m three hosprtals (Huaras, Ayacucho and San Martrn) It also has been 
rntroduced by the PSNB at the sewce network level m Predra Lrza (Lrma), Yanacoa (Cusco), Chulucanas 
(Prura) and In Villa e Salvador (L~ma Sur) 

The followrng observatrons were made dunng a vlsrt to the Huamanga Hospital m Ayacucho 

The Economrcs Unrt felt as though they were In a "state of war" wth the physrcrans of the hospltal 
They report that many of the doctors arc feclrng threatened by the system and are sabotag~ng thc~r 
rmplementatron efforts 

Not enough preparatory work was done to explan the SICI system and rts use, or to establish a 
commrttee cornpnsed of vanous types of staff-persons at the hosprtal to manage and drrect the use of 
the system, and to oversee and ensure doctors' provrsron of requrred data 

Inadequate tmng/preparation for what to do wth the database once rt was developed, e g , types of 
analyses that could be performed, demonstratmg how SICI can a d  management m rnalung resource 
allocatron decrsrons, and Improve productrvrty and the efficiency of hosprtal operatrons 

Staff reported feelrng lrke "orphans," r e , that they had been largely abandoned by CIPRODES They 
~ndxated that they felt they needed addrt~onal support and techcal  assrstance 

Staff reportcd verbal cxamplcs of staff responses to the cost findmgs, and apparcnt efforts to become 
more eficrent Also reported that analysrs showed that 52% of fwd costs were rncurred preparing 
food for staff, and led to the drscontrnuatlon of t h s  staff subsrdy 

CIPRODES reported that the decrsron to add a pnvate ward to the Huaras hosprtal was based on cost 
analysrs performed wrth the SICI 

Develop new components of the SICI software to incorporate analysrs protocols to ard Economrcs 
Unrts In gettrng started In the analys~s of the data 

Allocate addrtronal resources for (1) developing rnst~tut~onal commrttees to support the 
rmplementatlon of the SICI and the use of ~ t s  data, and (2) for brrnging together Econornlc Unrts 
(e g , Huarhs, Ayacucho and San Martrn) to share approaches, experrences, plans etc 

Sole-source contract MSH to develop a MCP module specifically for the SICI whrch incorporates 
the analys~s protocols (see prevlous recomrnendatron) and works wrth the PCMI-spawned mat r~x  
management sub-comrnrttees 

Current plans for lntroducrng the system In five more hospitals startrng t h ~ s  year should be carrred 
out 



Inadequate attentron was rmtially pard to assessmg alternat~ve hospital cost methodologres Tlus 1s now 
recognized and another approach (DRGs) is bang rnvestlgated wrth the assistance of PHR Project The 
SICI is l~kely to be too simple (madequate prec~sion) for the national hospitals and possibly larger 
regronal hosprtals It is, however, adequate and appropriate for small hosprtals and centers (The larger, 
more complex facilities, are hkely to have much more vanab~lity In the resource rntensrty of them cases, 
whrch wlll render the SICI's relatively small number of categories of patients less precrse than the DRG 
costing system, with its 469 dlagnostrc categories ) 

Recommendatron 

Complete the study of DRGs w ~ t h  the PHR Project 

8 4 The Decenirnlrzed Mnnagenrenf Inlprovettzen f Motlel (DMIM) 

The contract states that the DMIM and the Total Qualrty Management (TQM) act~wtres "wrll not be 
undertaken untd the cost-based planmng program has been implemented and IS running smoothly 
throughout the country " Decentralized management system was poorly defined in both the Project Paper 
and the Contract PROJECT 2000 IS currently rewewing b~ds on a request for proposals that it rssued to 
conduct the DMIM actrv~tres 

Drop the DMIM act~vrt~es, reallocate the DMIM budget to (a) the add~t~onal  SPP and SICI 
actlwt~es recommended above, and (b) extending the Health Econom~st's contract The t ~ m e  of the 
Health Econom~st that would have been devoted to DMIM should be re-allocated to (a) more 
closely monrtormg and particlpatlng In SPP and SICI ~mplementat~on, evaluation and follow-up 
act~v~tres, and (b) In the final year of the Project, to developmg the synthesrs pol~cy paper descr~bed 
In the next sectron 

8 5 Develop Decentralzzed Budget Allocafron System 

PROJECT 2000 has conducted two stud~es addressing aspects of this rssue The OGP has spccrfically 
requested assrstance In dctcrminmg how to "distnbute" rts budget Thrs act~vlty should be con~pletcd 

Recommendatrons 
Extend the contract of the Health Econom~st to make it co-termmus wlth the rest of the Project 
(February 2002) 

The 9 to 12 months of the Health Economrst's t ~ m e  on the Project should be dedicated exclusrvely to 
w r ~ t ~ n g  a synthesrmng pol~cy document that analyzes (1) the user fee stud~es of PROJECT 2000 
(CIUP, Cortez, and GRADE), PAHO, DFID and others, (2) drscusses target~ng strateg~es and 
lessons learned (~ncludrng targetmg wa resource allocat~ons and wa user fee exonerat~on pol~cy), (3) 
drscusses the pros and cons of user fees versus Insurance and the lmplrcat~ons of relylng on them 
srmultaneously as demonstrated by analyses of the Maternal-Chdd Insurance and Student 
Insurance Programs, (4) d~scusses the lessons learned and future d~rect~ons for cost-based 
rermbursement (usmg the SPP and SICI), (5) assesses the pros and cons of SICI versus DRGs In 
d~fferent types of hosp~tals, and (6) exammes the rntegrat~on of the SICI and the SPP It IS 



imperative to develop thrs document, as the MoH currently has nobody capable of doing so and thrs 
type of thrnkplece IS a critrcal, medrum- and long-term strategrc plannrng tool Resources should be 
made available to enable the Health Economist to contract consultants who have worked w ~ t h  the 
Project and others to assrst her rn thrs work The report should be presented at a national semlnar 
during the final year of the Project 

9 SUSTAINABILITY 

9 1 The Frnancrng and Management Components 

Indicators of the sustamability of the SPP 

The OGP has offic~ally adopted the SPP and IS plannmg to use it to develop the MoH budgct request 
for fiscal year 2000, which will be submitted to MEF in May 1999 

An "mtitutronalization" agreement has been drafted for OGP, PROJECT 2000, PSNB and PAHO to 
sign 

The PSNB and PAHO have co-financed the implementation of the PROJECT 2000's SPP tralning 
and implementation package 

World Bank and Inter-American Development Bank missions are visitlng Peru m March-Apnl 1999 
to begin to design new health Projects, and both are expected to adopt the SPP as part of thelr new 
Project activities 

Recommendation 

The draft "SPP institutronalrzat~on agreementn should be revised to identrfy specrfic required OGP 
Inputs (equipment, tra~nlng, new position descriptions, additional personnel, e tc)  and to 
incorporate a timellne w ~ t h  deadlines for specific activities 

To date, there has been inadequate networkmg with MEF wth either the SPP or the SICI Discussions 
with MEF officials found them to be very interested and supportwe of both of the SPP and the SICI 
imtiatives They need, however, to be brought into the process to better ensure that the systems are 
designed In a manncr that is consistent with MEF's needs and requirements This would greatly enhance 
the sustalnabillty of both of these activities 

Smce the start of PROJECT 2000, the UEP 2000 has misted that it, and not Pathfinder or its 
subcontractors, IS responsible for any extra-MoH communication or coordlnatron The UEP 2000 has not 
adequately fWilled th s  responslbillty Th~s IS not surpnsrng since the UEP 2000 has smgle-mrndedly 
focused on the PCMI and ncglcctcd the Management and Financing Components of the Project 
Pathfinder and/or the Health Economist, however, are not entirely without fault they should have masted 
that the UEP 2000 be more proactive and contacted MEF 

Recommendation 

Now that contact between PROJECT 2000 and MEF has been initrated, both the UEP 2000 and the 
Health Economrst should assume greater responsrbdity for cultrvatrng and strengthenrng this 
relationshrp, and both should work together wrth OGP In dorng so 



If PROJECT 2000 1s awarded an extens~on, and the changes recommended here are made, it wdl greatly 
enhance the sustarnab~lrty of the SPP and SICI outputs By the end of the Project, the MoH will have had 
three years of expenence using the SPP, and the system will be rnst~tut~onal~zed To date, the program 
has been Implemented by exlst~ng staff m the DIRES, and has not increased the recurrent costs of the 
MoH The SPP wrll be sustamable (at minlmum, at the DIRES and OGP levels) by the end of the Project 

The SICI system, on the other hand, wrll stdl be located in only elght hosp~tals and five networks While 
there w1l1 still be need for adhtional trarrung as the SICI system 1s introduced in new sltes, the 
development of hands-on capabrlrtles w~thm the MoH and the development of the MTP modulanzed 
program to support ~ t s  implementatron, should establish adequate m-house capab~lit~es to repl~cate ~t 
elsewhere From the very l~m~ted  expenence m ~mplement~ng the SICI to date, it can be concluded that ~t 
wrll requlre adding at most two adht~onal staffpersons at each ~mplementing facility to implement Thls 
1s not an undue financ~al burden, and should be sustamable In the ~nstltutlons In whlch it IS rmplernented 

If the SPP and the SICI can be integrated ~nto thc act~vrtlcs of thc PCMI-spawned matrlx managcmcnt 
sub-committees, ~t would help to rnsulate these systems from the deletenous effects of the hlgh turnover 
of staffwth the marketable s l l l s  that are requ~red to admlnlster them 

9 2 The PCMI Cumponent 

As detaded elsewhere In thrs report, the content, structure and ~mplementat~on of the PCMI component of 
PROJECT 2000 departs fiom rts onginal des~gn, and has been subject to further modrficatton as the 
program has been Implemented There is uncertamty about the further development of the model, grven 
the t~meframe of PROJECT 2000 There IS st111 unresolved drscuss~on of what the second level of 
qualrfication should conslst of, or how ~t should be Implemented and assessed Should the quallfylng 
overs~ght comm~ttee be an MoH ent~ty, or an outside agency, or some comb~nat~on thereof, These 
fundamentally rmportant, yet st111 unresolved PCMIdesrgn questions obv~ously have rmportant cost 
rmpl~cabons The many modifications that have been made in PCMI, the stdl incomplete ~mplementat~on 
of the Program, and the fact PROJECT 2000 has not "costed out" many act~vrties, make ~t lmposs~ble to 
estlmate the recurrent costs of the program, glven the short time available for this evaluation team Thls, 
rn turn, makes rt exceed~ngly d~ficult to ascertmn the financial susta~nabilrty of PCMI, at t h s  time 

PROJECT 2000 should "cost out" all components of its model, as part of the PCMi pdot approach, 
to better est~mate the financial sustainab~lrty of PCMI 

The Cost of Quahficat~on A Sustamabrlity Concern 

In addrtron to the PCMI's dlrect costs, there are substanttal costs that are denvatwe of PCMI act~vlt~es 
that must be taken Into account when assessrng the sustamb~l~ty of PROJECT 2000 The most v~srble 
and ~mportant of these are the costs mcurred by facilitres stnvlng to become "qualified" The UEP 2000 
estimates ( ~ t  1s unclear how these estrmates were developed) that the Qual~ficatron Program has cost an 
average of US$16,000 to provide each partmpatmg fac~l~ty with the matenals (pnmanly equipment and 
supplres), tramng, and supemsion they requ~red m order to become qualrfied Thls estlmate suggests 
that the total cost for the 89 PCMI fac~l~t~es  to achieve the~r first qualrfication was roughly US$1 4 
million Thus h~gh cost has prompted the UEP 2000 to questron the sustalnabd~ty of the Project, and the 
feasib~lrty of evtendmg the Qual~fication Program throughout the country Thls concern 1s underscored 



by the l~kellhood that the second level of qual~ficat~on wdl be more expenslve than that wh~ch has been 
~mplemented to date (smce ~t deals more wth normatwe, techn~cal slulls and less wlth the bas~c, 
organlzat~onal-related Issues of level one) However, as many of the m t ~ a l  start-up costs mcurred as part 
of the "expenment" would not have to be repeated for a "second" level of qualification, the costs 
est~mates may be substantially lower than est~mated by UEP 2000 

Gwen the protracted financing cr~sls of the MoH (1980-1994) ~t 1s llkely that some portlon of the outlays 
that the UEP 2000 has ~dentified as necessary for qual~ficat~on are actually expenditures required to get 
some facil~ties back up and running and to return others to some m~nimal acceptable standards for 
equ~pment and stocks of supphes (In the Ayacucho DIRES, for example, the D~rector reported that 56% 
of fac~lit~es were closed in 1992 due to terrorism ) What proport~on of the $16,000 per fac~lity has been 
spec~fically for, and only for, meetlng qual~ficat~on cntena has not been ascertamed Other Important, 
related questions ~nclude How often does quallficat~on have to be done? How rmportant 1s qual~ficat~on 
as a tool for motwatmg MoH employees? Is rts mot~vatmg force llkely to decrease over tlmc? If so what 
cr~tcrra wdl thc Min~stry use to dctcrmmc the advisability of mamtainmg the program? 

Recommendation 

Undertake an analysls of the cost of the Quallficat~on Program that drstlnguishes the costs Incurred 
by the COP for facillt~es (a) to acheve quallficatlon and (b) those necessary to restore the general 
operational preparedness of facdrtres, as establrshed In MoH accredrtat~on norms 

Wh~le the UEP 2000 has questioned whether the Qual~ficabon Program 1s adequately effectwe, given ~ t s  
apparent relatwely high costs, all of the anecdotal data obtamed by the evaluat~on team ~ndxated that th~s 
Program 1s the cntical motwatmg force that dnves MoH fac~lity staff m their Contmuous Qual~ty 
Improvement efforts Stdl, In hght of ~ t s  ~mportant and unknown financlal requ~rements, rt would be 
useful to have a better understandmg of the dose-response relationship of the Program In order to be 
better able to des~gn the program - determme the opt~mal frequency and duratlon of quallficat~on - and do 
so m a manner that 1s as cost-effectwe as posslble Indeed, thls type of ~nformation is essential Input rnto 
ascertammg the financlal sustarnabhty of the Qualificatron Program and PCMI It may be very difficult 
to do so, however the MoH (at all levels) 1s so exc~ted about PCMI that ~t 1s mtroducmg ~t In servlces and 
facll~t~es outside of those targeted by PROJECT 2000 Thls wll make ~t exceedmgly d~fficult to des~gn 
and effectwely ~mplement such a study, there s~mply wll be too many confoundmg variables 

It 1s noteworthy that wh~le there has been a shortfall of PL-480 fund~ng, the GOP and the MoH have more 
than offset this shortfall w~th public trcasury financrng Total counterpart funding has cxcccdcd thc lcvcl 
st~pulated In the GOP-USAID Project Agreement The MoH's w~despread mterest m and umversally 
enthuslastlc support for the PCMI, together wth the MoH's slgmficant financtal contnbut~on to the 
Project augur well for the financ~al sustamabdlty of the Project's mterventlons 

The UEP 2000 has developed a document addressmg thls Issue, "Propuesta de Transferenc~a y 
Sostcn~b~lldad dcl Proyccto 2000 a1 Muusterio de Salud " Wh~le the need for t h s  type of plan 1s 
apparent, thls document 1s not adequately detarled For mstance, ~t ~dent~fies 31 actw~ties to be 
transferred to the IMoH, but m ldent~fylng to whom each 1s to be transferred, ~t merely ~dentlfies one of the 
MoH's three levels (central, reg~onal or fac111ty) Moreover, there 1s no d~scuss~on of costs Th~s  
proposal IS foremost concerned w~th  transfemg responsibd~t~es for vanous aspects of PROJECT 2000 to 
the MoH, or m some cases, others Wh~le a case can be made that th~s  IS an essent~al first step toward 
sustamab~llty, tlus 1s not a sustainablllty plan 



Recommendation 

Before the end of PROJJXT 2000, develop a detailed plan for ensurmg the transfer and 
sustainabrl~ty of PROJECT 2000 act~v~tres, usrng as a startmg pomt the UEP 2000 document 

"InstItut~onal sustambility refers to the capac~ty of the MOH and regional health authonties to plan, 
manage, administer, monitor, and adjust Project actrvlties to ensure their effectiveness and contrnurty after 
Project completion " 

On the operat~onal level of ~ndrvrdual service rnstrtutions, the potentral for sustamabrlity IS excellent 
MCH serwccs professionals and workers have taken ownership of thc CQI approach Hospital directors 
and sermce prowders point with obvlous pnde to what they have done to improve paQent flow, monitor 
and Increase patrent satisfactron, improve phys~cal facil~tles etc , - and say "Thu what WE have done " 
The Improvements are the result of their problem-solvmg, the~r concern and often therr own physlcal 
labors (pamtrng walls and making decorations for the clinrcs and hallways) 

They are internalizmg problem-solvrng and self-help through team-work and selfevaluation Matnx 
organizatron and team-work are expanding mdivrdual perspectives and skills, which IS the bass of 
institutional capacity-buildmg Though individual responsibilrtres and workload also are increased, 
workers appear to be rewarded by personal empowerment through demonstrable and tangible team 
success As they chart service achievements, they see the Increases in attendance, the increased client 
satisfaaon and the better outcomes of senous cases They are happrer, feel empowered and effective 
Standarhzed clrnrcal practrce appears to be now well accepted As senior mtrtutional leaders recogmze 
the ~ncreased effectiveness of a mot~vated workforce, they completely endorse the program The 
motivational factors are strong cntena for lnstrtut~onal sustainabrlity Addit~onally, the integration of 
veckal MCH and health programs Into the PCMI problem-solvmg methodology, w~th  some pooling of 
resources, not only further institutionalizes the PCMI approach directly, but also agam indirectly As 
integrahon benefits the ~nstltution's capacity for Integrated problem solvlng, it engenders additronal 
eEectweness that re-endorses the approach The mtra-mural spread from MCH servlces to other 
departments illustrates t h~s  effect 

A Caveat There are two key elements of PCMI that wll dnve the motivat~onal englne of the 
establishments tlic lnccntivc structure provlded by "Quallficatron" and requaltficatron that must rcrnaln 
m place - with professional and techn~cal credlbrllty, both withln and without the MoH Moreover, the 
SIP objectlve performance record must become more famrllar, more revealing and more rewardmg wlth 
its mformation use, to remforce the CQI process wrth wntrnuing performance rncentrves 

A major concern H~gh and rapid turnover of contracted personnel is a major concern for the 
sustarnabilrty of the approach for individual rnstitutions It is not only a cost issue, but breaks the 
contlnurty of rntramural problem-solvmg Though the MoH reportedly sees the staff turnover as a 
"reality" rather than as a "problem", m the short-run it can have a bralung effect on the effectiveness of 
the PCMI quality improvements In the long-term, prowded that the MoH u wrlling to finance the costs 
of contmuous "new Staff' t r m n g  and re-onentat~on as they are moved, the total capacrty of "PCMI- 
t m e d "  personnel w t h ~ n  the Project regions should be adequate for susta~nab~lrty 



On the Mmisterlal Levels Program sustamabillty should he almost exclusively w~th  the DIRES, as the 
implementing authority Not only 1s this locus consonant with GOP decentralization pollcles, but it 1s the 
only practical means of reglonalizmg the PCMI approach PROJECT 2000 has act~vely Involved the 
DIRES in the PCMI development and established a small core of PCMI-tmed facllltators who oversee 
and asslst the reglonal ~mplementat~on, supervise, negotiate and problem-solve resources issues on behalf 
of PCMI DIRES are actively mvolved In the adrn~~nstrative, technical, financial and polltlcal aspects of 
the program They are well-versed and capable of sustamng these aspects of the program And, equallv 
~mportant for sustainabdlty, the reg~onal health authonties clearly recognize the effectiveness of the 
PCMI approach Some, l ~ k e  Puno, have already taken it far beyond the imtlal stages of implementation 
and are actlvely worlung on the referral systems and emergency care m s ,  together with the fact that the 
MoH has voluntarily contnbuted more of its own resources than requlred under the counterpart 
contnbutlon into support of the PCMI program, and that local level ccpasantias" extendmg PCMI trauung 
to health centers and posts are now supported by local funds from the natlonal treasury, further gives a 
strong indication of potentla1 MoH sustalnab~lity at the reg~onal level 

Consolrdate inst~tutronal gams and increase the motwatlonal challenges wlth add~tlonal 
qual~ty criteria and CQI goals for re-quallficat~on 

o Strengthen pro-actwe analyses and dissemmat~on of SIP and servlce stat~stics to 
demonstrate gams and achlevements Consider other recommendations intended to 
promote v ~ s ~ b ~ l l t y  of results and compet~trve ~nvolvement In documentation of lessons 
learned, case studies 

a Maxrmue documentat~on of lessons learned, problems solved and general Iearnrng from 
pilot~ng of PCMI model 

o Develop a PCMI human resources policy and MoH budget lme for rapidly tra~nrng and 
mtegratmg new staff into PCMI operat~onal teams Conduct data-based analyses of 
contract staff movement to propose a ratronalrzed staff movement pol~cy, wrth terms of 
contract training clauses, I e , rf otherw~se satisfactory, "pasantla" tralnees commit to at 
least one-year post-triunrng at thew current servlce post 

9 4 1 The PCMI Model 

The PCMI model has demonstrated that ~t functions appropnatcly In the HC and CC organlzcd networks 
and micro-networks The cornmunlty is changlng the perception of the small and large changes In the 
health servlces Also, health workers have a new competence in visuallzmg, expressmg, and resolvmg 
problems improving thelr work environment 

The PCMI and its actlvitics are sustainable In some places PCMIs are percewed as a d~fferent and 
modern model that eficlently supports Health Reform Many DIRES already have included, In the~r 
future plans, extension to other networks and mlcro-nebvorks w~thout the Project's support They do ~t 
with the~r  own resources or wlth Publlc Treasury resources vla the UEP 

Wlth regard to the community agents, PCMI has acheved a slgn~ficant Impact as demonstrated in the 
lntervlews held wlth community agents by the assessment team The trainmg, and matenals delivered to 
the prowders and midwlves at the workshops are easlly replicated grven their s~rnpllclty and clanty 



The San Martm case illustrates the sustarnabrlity and opportmtres of the PCMI San Martm declded to 
extend the PCMI model to Lamas, what 1s noted m the field IS the better practlce of PCMI sustambrlrty 
As is proved In thrs example, the project has not yet concluded and the susta~nabrlrty process IS berng 
developed 

These PCMI successes In the rnajonty of the Project regrons show the possibihty of the model bemg 
extended to other reglons 

Recommendatrons 

To standardrze and systematrze all the PCMI elements and components to make ~t easy to replicate 
rn other regrons Durlng the Project extens~on, the present achrevements should be consohdated and 
materials completed, and adjust the PCMI to the varlous character~strcs of the reglons covered by 
the Project It  is recommended mon~tor~ng the extens~on of the PCMI to other networks of the 
present regrons because ~t wrll be an opportun~ty for fine tunmg the PCMI for future sustarnabrl~ty 
rn other reglons 

The MoH and AID lnclude a speclfic package geared towards the sustamabrlrty of the PCMI In the 
objectrves of the Project extension 

UEP should coorcirnate very closely wlth the DIRES and the technical assrstance everythrng relatlve to 
the implementation of sustamabrllty 

9 4 2 IEC at the DIRES Level 

PCMI has demonstrated that rts benefits go beyond mother and pennatd health The DIRES, HC and CC 
have confirmed that the method has been successfully apphed to other subjects In thrs context, what has 
been acheved wlth IEC has been one of the achrevements that the PCMI mcorporated rnto ~ ts  plans The 
actrvitres developed In IEC m the drfferent regrons have resulted as appropnate for the PCMI even when 
the monrtonng reports show different levels of achievement 

The IEC sustamabllity after the conclusron of the Project IS possrble rf the role of IEC in the DIRES, HC 
and CC is worked on rn-depth The organmtlon and formatron of IEC m t s  and the naming of IEC 
officers m the DIRES, HC and CC IS one path to sustamab~lrty Another opportumty for sustamabrlrty IS 

to rnvolve the team with the community through the IEC/CT 

Recommendations 

At the central level, EAT should transfer all rnformatron on the PCMI IECICT to the MoH 
D~rectorate of Socral Commun~catron and to the Mother Chrld Directorate 

For IECICT sustarnabillty In the drfferent PCMI regions, EAT, UEP and the DIRES should sign 
agreements so that dur~ng the extens~on the level ofslulls of the teams In IECICT becomes unrform, 
ensurrng that durrng the Project extension one of the objectives 1s met for develop~ng sustarnab~l~ty 
strategres for the second year of the extens~on 

IECICT should anvolve the prowders and mrdwrves rn the susta~nab~lity process so that they may 
convey the commitment and respons~brl~ty of demand In the sustarnab~l~ty of health servrces 

Dur~ng the Project extens~on, IECICT should rdentrfy all the sustarnabrhty mechanisms that exrst In 
d~verse forms in each reglon 

4 7 



10 PROJECT RESOURCES, TIME FRAME AND BUDGETS 

The PROJECT 2000 bilateral agreement is for a $30 ml l~on  grant w~ th  $30 million in matching 
counterpart h d s  USAID authonzed the $30 million grant for the Project on September 30, 1993 The 
grant is l v ~ d e d  into two parts a techn~cal assistance contract wth Pathfinder Internat~onal for $19 7 
million, with the remaining $3 4 milhon to be managed directly by USAID The sum of these components 
is $23 1 mllion, leaving an unprogrammed balance of $6 9 mdlion The ong~nal Project act~vity 
coinplet~on date was September 30,2000 In ~ t s  best and final offer, Pathfinder proposed that the Project 
be funded for an addit~onal year 

As of September 30, 1998, $18 8 mdlion had been obl~gated, $17 5 rmlllon had been committed, and 
$13 5 nullion had actually been expended It IS ant~cipated that $4 9 million will be spent m fiscal year 
(FY) 1999, bmglng total cumulative expenditures of the Project to $18 4 m~llion %s will leave $0 4 
milhon In obl~gated funds unexpended, and $1 1 6 in authonzed funds unexpended 

As is evident In r~gure  1, the Project's rate of expenditure of grant monies was relatively slow in ~ t s  first 
two years, owmg to major molfications that were made In the des~gn of the core activ~tles of the Project, 
vlz , the content and approach of the PCMI Whde the Pathfinder contract was srgned in December 1994, 
and Pathfinder began work~ng on the Project in Apnl 1995, it was not until May of 1996 that there was 
agreement on what PCMI would cons~st Moreover, ~t was another four months, September 1996, before 
the sub-contract with Consorcio ESAN was signed The roll out of the PCMI, therefore, began only a 
l~ttle more than 1 5 years ago It 1s estimated that the PCMI component of PROJECT 2000 is currently 
about two years behmd the trammg lmplementat~on schedule, and that it is about 30% unplemented 

As may be seen In Figure 2, substantially less PL-480 monies have been avadable than had ongrnally 
been anticipated PL-480 hnds have not been available since FY1998, and total PL-480 counterpart 
financmg currently totals 45% of the total ongmally programmed Even wlth this shortfall of PL-480 
financmg, counterpart expenditures have been greater than required by the bilateral agreement The 
shortfall of PL-480 monies has been more than offset by Increased GOP treasury-financed expendltures 
At the end of 1998, GOP treasury funds-financed expendltures were already 30 percent greater Ihan the 
total $8 0 rmllion that the GOP had agreed to allocate to PROJECT 2000 over the entire life of the 
Project Accordmg to the UEP 2000, the hlgher than planned level of expendtures of publ~c treasury 
funds reflects two factors 

the h~gh  regard the OFICE, the MoH and the GOP have had for the results achieved to date by 
PROJECT 2000, and particularly the PCMI component, and 

the much hgher than antmpated expendltures on the difficult to plan for, still evolving PCMI model, 
and particularly its Qualification Program " 

At what level should the proposed extensron be funded? Absent information on the cost of the PCMI, has 
made thls a d~ficult  quest~on to answer On the one hand, glven the considerable learning-bydomg that 
has taken place under the Project, one would anticipate that on average tt would cost less money on 
average per year to extend the contract than it has cost to support the program to date Indeed, at least one 
of the most expensive activ~t~es of the Project-the bu~ld~ng of the 14 lodging modules for national and 
reglonal PCMI tmnees-has proven costly and should not be repeated (They have, thus far, cost 
PROJECT 2000 roughly $800,000, mcluding the cost of supervision by an archtect consultant, and 

l 7  Evpendltures were luglier than evpeclcd due to needs bang lugher than expected, and the low level of servlces In 
add~t~on, most funds transfemcd by the MOH to the regions were spent on computers module construction 
supervision, and general Project i~ion~tonng/supervis~on, ~ncluchng PCMI actnwes 
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overhead charges ) On the other hand, as noted elsewhere In this report, there reman new actlvlt~es yet to 
be defined and Implemented The uncertalnt~es ~nvolved, coupled wlth the remarkable success of the 
program to date, suggest the need to ensure adequate resources so as not to je0pardlZe the successes and 
the progress that have, thus far, been achleved In deslgmng the PCMI Contmued funlng at the Project's 
1998 level would appear to be warranted, yet prudent 



ANNEX I LIST OF RECOMMENDATIONS 

Re Prorect Extension 

Extend funding to Pathfinder International to December 2001 (plus tlme for closeout) to enable the full 
development/completion of the activities presented in this report 

The Contract between USAID and the IC should be revlsed so as to delete all language indmtmg that the 
MoH and its designated counterparts should approve "contract documents" 

The new contract should be worded to reflect USAID reengineermg in which USAID and those who work 
directly wth  USAID to affect the circumstances of customers are considered partners 

A key component of the fac~litated workshop on results, rccommcndcd prcv~ously, should bc the PCMI 
problem-solving methodology to resolve confl~cts, establish team work and increase professional 
collaboration among the three PROJECT 2000 partners 

At the central level, PROJECT 2000 should meet soon with REPROSALUD staff to plan how they might 
learn from REPROSALUD's community-level knowledge of women's concerns and needs and 
incorporate that experience, including that on whte menses, mto making PROJECT 2000 even more 
effective in meeting women's needs 

Re PCMI 

Complete and consoldate the implementation of basic quahficabon and community activihes in the 
current 89 health establishments Balance "honzonta17' implementation In each of the 89 health 
establishments with targeted "vertical" quality increase (1 e , usmg SIP-analysis) 

Design PCMI pilot vertical quality improvements, differenhated "Requalificahon" cntena and requalify 
a subsample of currently qualified establishments Test addibonal motivational goals, include recognition 
awards, pnzes and competitions 

Complete design of commumty component and demand creation, linked to clinical capacities RapidIy 
advance the development of clmical resolutive capac~ties, plot cnt~cal referral systems and community 
problem-solving around emergencies 

Consolidate and reinforce use of protocols and SIP, especially in the penpheral service networks Use SIP 
analysis PCMI service improvements and results as motivational tools D~sseminate Investigate SIP 
computer access and problem-solve 

Plan, test and conlplete addtional steps in pilot traming/educahon and quality improvement approaches - 
self tnstruction, long-distancc education, possibly pilot the mtroduction of PCMI approaches into basic 
professional educatton and t w n g  cumcula, mtemships and residencies 

In next Project phase document, evaluate and disseminate PCMI expenences and gains lnit~ate 
systematic analyses wth SIP and HIS servtce stahstics Develop methodologies for simple investigattons, 
analyses, case studies, etc , for documentation and as motivational tools 



Re IEC 

From the beginning of the extension, IEC and CT actiwties should start immediately and continue 
without restriction for the life of the Project All admmistrative measures should be undertaken on a 
Omely basis m 1999 so that there will be no delay in startmg the extension activities 

In order to ensure the implementation of IEC and CT activities, a wntten agreement is needed with 
DIRES regarding the different sectors to establish pnonties for cooperation in promptly carrying out IEC 
and CT activities Also, a demied implementation plan should be elaborated immed~ately for the 24 
months fiom January 2000 to December 200 1 

Focusing exclusively on PCMIYs objectives and indicators, which need to be revised and agreed upon for 
the extension penod, new objectives and indicators must be designed with absolute clanty as to what IEC 
and CT's mvolvement should accomplish in the 24 months of the extension 

Talung into account the following aspects which circumscribe the extension 

The central recommendation of this evaluation, to consolidate that whch has already been achleved 
by the PCMI 
The existence of vanous cultural bamers m the community in each location 
The size and location of the target group covered by the HC and CC which are organized m networks 
and micro networks in the PCMI 
The tramng already camed out wth healthcare prowders, promoters and midwives 
The need to optimize USAID resources and the lrmited time available for IEC and CT activ~ties 
dunng the extension 
It is recommended that the IEC and CT components be integrated into a smgle "IECICT" component 

It is recommended that for the project's extens~on penod, the "IECICT" component be designed as a 
component concentrattng resources and efforts -- IEC methods and CT strategies for acttv~t~cs In the 
community with the participation of health-care providers and midwives 

It is suggested that MoH and USAID include outside technical assistance in the selection of objectives 
and ~ndicators, m designing and planning of the "IECICT" component for the second andlor third 
tmester of 1999, and that they work with the present CAREnEC team that is putting together EAT, as 
well as with the units andfor those responsible IEC rnd~viduals in DIRES, HC and CC m each location, so 
that the objcct~vcs ~nd~cators, terms of reference, budgcts, ctc , may be rcallstrcally framcd under thc 
extension amendments' Scope of Work to include data helpfid to the contractor and eventual 
subcontractors for focusmg their actimties and sharpenmg their output 

Dumg the project extension the "IECICT" component must be camed out by two fill-time IEC 
specialists expenenced in community activities at the central level of EAT Thus, it is recommended that 
the CARE IEC consultants, who make up part of the EAT team, have their term in the project extended 
and that the CARE subcontractor prowde hu assistance and techca l  support to these consultants 

The results of this research should be appropriately ehted, published, and disseminated in the d~fferent 
areas where the data were collected 

In the last trimester of 1999, already tramed local teams -- wth outside techrucal assistance and usmg 
observation techmques - should, in each location, determine the need to improve providers' skills in 
interpersonal communications with clients 

5 1 



Feedback should be obtamed through rn depth rnterviews wth health pronders who have prachced the 
provrder-user techmque rn order to correct tralnrng manuals 

Revrew the cultural bamers strll exrsting rn each locatron, so that dunng the extension, those more lrkely 
to be resolved may be grven provrderlcl~ent and IECICT attention 

Usrng exrstrng rnformatron, rt IS recommended that the project work wlth communrty groups and IEC 
advisors to identrfy whether there are tramrng needs to complement methodology andlor slulls in order to 
achieve adequate impact-evaluation levels for IECICT by rmd-year 2000 

The EAT IEC consultants must support and track the process of technology transfer m those areas where 
~t IS decrded to replrcate the "IECICT" m the PCMI mfluence network and mrcro-network, thereby 
promotrng sustainabrlity 

The IECICT plans should be deslgncd for 24 months and lncorporate a sectron on research findings, clear 
rdentrficatron of the cultural bamers that have been grven pnonty for behavror changes need to be 
suggested to health-care provrders and to the target group of the commumty Ths  should permrt design 
of the best involvement strategy for rural zones and allow for the successful delrvery of messages wrth 
exrstrng resources withm the extension penod 

All provrders and mrdwives m the different locatrons, who have been t rued ,  should work wrth IECICT 
educatronal rnatenals that are most appropnate for urban-rural and rural settrngs 

The extenslon amendment SOW should be precrse as to the products requested of the contractor and sub- 
contractors 

The creation, desrgn and valldatlon of the matenals productron for the "IECICT" component should done 
by the IEC groups or teams In each project locatron, and the production should be rn response to each 
plan's strategy 

In order to guarantee that the central and local product~on of matenals be carned out wrthout delays, it 1s 
recommended that a "productron of matenals Protocol" be developed, with a list of steps to be taken and 
trmeframes to work wrthm, In which all those rnvolved should be consdered and m whrch the cntrcal 
route be identified Thls protocol should be known and approved by all those who partlclpate in the 
process 

In order to ensure that the productron of messages rn each locatlon achreves specrfic "IEC/CTW plan 
objectrves, rt is recommended that the "Thematic Matnx" be designed and rncluded m the plans of the 24 
month extensron as a basrc tool for producmg messages The model should wnslder the followng 
vanables 

- MINSA standards for the subject 
- Research results 
- Cultural barner 
- Target group 
- Subject content 
- Channel to be used 
- Penod for the delivery of contents to the community 



Each location has qualitative, quantltative, and local KAP research results, its own cultural bamers to 
resolve and each its own nuances Thus, the production and distribution of "genenc materials" is not 
recommended T h ~ s  type of matenal, proper to the "umbrella campaign" strategy, 1s not applicable to the 
PCMI and does not fit in the "IECICT" strategy 

All products delwered to the project should have the validation of the target group who will use the 
product The validation should have an understandmg and total acceptance of the product In the case of 
the manuals to be validated, in-depth interviews should be taken advantage of in order to make the 
necessary changes Thls IS an opportunity to provide adapted and specific manuals, following 
experimentation by the health prov~ders of the provider-user techmque that has been developed 

The pnnted matenal produced at the local level should have a footnote indlcatmg the project name and 
number and the production date All elements that do not have anythmg to do with the subject should be 
min~mized or el~m~nated 

In order to appropnately collaborate with the transfer of technology at the central and local lcvels, the 
EAT IEC/CT component should standardne and systematize everything that has been produced and is to 
be produced for the project extension penod At the central level, the transfer should take place with two 
offices, the Maternal and Child Health and the MoH Social Cornrnun~cation office At the local level, this 
transfer should occur with the IEC groups andfor teams of each DIRES covered by the project 

The systematization should include new formats as Rapid Reference Guides andor Tool Manual for 
determined "IECICT" processes In t h~s  context, the educabonal brochure should be cons~dered for 
production at the end of the year 2000 and be a part of the systematization 

It 1s necessary to appropnately orgamze the technical ass~stance for the extension penod in accordance 
with the present needs and requirements of the local IEC groups It is recommended that the following 
structure and a certain scope should be clearly stated in the extension terms of reference 

The two CARE consultants in EAT positions should focus the~r act~vities on the supemsion of 
outside technical assistance, monitoring the local 24 month plans, and assessmg the impact m 
IECICT Thls general scope allows recommending that 70% of the consultants' time be spent In the 
areas promding the support of the local IECICT groups 

Outside techn~cal assistance is recommended to strengthen the prov~ders' provider-user techques, 
acheve uniformity m the level of methodology of the local IEC groups, tram in IEC/CT unpact 
assessment sk~lls, locally support the provision of ~nstruments to the promotcrs and m~dwtvcs, and 
standarhze some mstruments for systematization A penod of 12 months of outside techca l  
assistance would allow t h s  scope to be met 

It 1s a requirement that all the IEC groups from the different locations achieve an appropnate level in 
order to recewe IECICT Impact assessment training 

As a pmicipal means of reaching the community, the members of the local IEC groups should interact 
with the health-care providers and midwives in extracumcular actwities Thus, the local IEC plans 
should include the providers and midw~ves in a sphere of activities in the commumty 

Dumg the PROJECT 2000 extens~on and penod of technical assistance in IECICT, the focus of pnonty 
should be on consolldatlng what has already been ach~eved, completing the technical transference of the 
IEC/CT method to the different locat~ons Dumg this extension penod, it should be assured that the 



IECICT activ~t~es meet their objective whlch lead demand to mob~lize reasonably well, one has to assess 
whether t h~s  single ~ntervention can saturate the Project's supply of HC and CC 

The IECICT leaders at the central and local levels should be ~nvolved with the organizers and promoters 
of the next MATERNAL AND CHILD HEALTH INSURANCE, whose med~a campalgn at the national 
level 1s expected to be qulte frequent Launch~ng ths  campalgn will, no doubt, Impact the mob~lization of 
demand in the Project areas, thus making unnecessary the broaden~ng of IECICT act~vities through the 
soaal marketing of serv~ces The supply wll be covered w~th all these vanables and events foreseen in 
the extension 

However, understanding that there will be many opporturut~es in which the local IEC teams w11l be 
gathered for vanous types of workshops, ~t 1s recommended that, when the un~formity in the level of IEC 
methodology has been reached, the IEC teams be donned about social marketmg and its opportunitm in 
the commun~ty 

Re Su~port Systems 

USAID, the UEP 2000 and IC should work together, through a facd~tated workshop'8, to come to 
consensus on the des~red and real~stic results to be achieved at the end of the extended Project They 
should explic~tly 

Redcfinc thc purpose and scopc of thc Project 
Redefine populat~on-based ind~cators based upon that swpe 
Set targets based upon 1996 DHS data 
Rev~se the Project objectives in hght of current realities and posslb~lit~es, and establ~sh ~ndmtors 
Integrated PCMI result. w~th results m finance and management (related to institutionalization and 

sustamabil~ty) 
* Define, if poss~ble and appropriate, servlce ut~l~zat~on outputs m PCMI-related fac~l~ties, and establ~sh 
mdicators 

Define service outputs m PCMI-related fac~l~t~es  and establish mdlcators 
* Come to consensus on fbnctional outputs and the process for achlevmg them 

PROJECT 2000 should cont~nue promotmg the PCMI supemslon approach developed and shared to 
date It should contlnue workmg on processes to enable complementary and mutually reinforcmg 
supervlslon of PCMI-assisted act~v~ties by the external groups listed above 

Re Imt~atives for Effic~ent Management 

The GRADE contract to set up and assess two p~lot user fee systems should be modified the contract 
should be extended for an add~t~onal six months to prowde more time for the system(s) to be establ~shed 
and up-and-runmng before it 1s assessed Also, the user fee admin~strative systems-includmg the role of 
the DIRES in mon~tor~ng-must be made a prlmary focus of the study The proposed public discussion of 
the objectlvcs of a national user fee system ( ~ n  an "Intercampus-type event") should be postponed unt~l 
early 200 1 (See ANNEX 5 f o ~  further details ) 

" Project 2000 sliould ask Pallfinder to recwt a two-person team to lead the workshop one person should focus on 
problem-solwng and confl~ct resolution The other would be a health resource person who could assist wlh the 
conceptual framework part~cularly in terms of populabon and program-based mdicators 
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Re Health Care Fmancing 

An inter-~nstitut~onal committee should be reconstituted 

Add~t~onal resources should be dedicated to the tram~ng, ~mplementation, evaluation and follow-up of the 
SPP Slnce t h s  work w ~ l l  cons~st prvnartly of an Increased level of effort by MSH and/or CIPRODES, 
this work should be awarded on a sole-source(s) basis 

Contractmg a physician (Dr Juan Lescano) to aid In present~ng the SPP (and poss~bly the SKI) to 
physicians, overcoming thew doubts and potentla1 oppos~tion to these systems, and shonng up therr 
support for them has been a good strategy and should be continued The posit~on should be fimded untd 
at least June 2001 

Consideration should be glven to developing and including an evaluation module In the basic SPP 
software package, as has been discussed In CIPRODES and MSH documents To best cnsurc the t~mcly 
dellvery of this module as a hlly compatible and mtegrated component of the SPP, t h~s  work should be 
awarded on a sole-source bas~s to CIPRODES 

Cons~derat~on also should also be given to develop~ng and mtroducmg norms for calculat~ng the 
"perso~mel" and "supplies and matenal" Inputs and costs, rather than cont~nuing to rely on annual re- 
calculations of the time and materials of each of the specific semce dellvery targets ident~fied m the SPP 
(See ANNEX 5 for deta~ls ) 

CIPRODES should be (sole-source) contracted to develop an add~t~onal SPP software program to make 
the SPP compatible wth  MEF's SIAF 

Develop new components of the SICI software to lncorporate analys~s protocols to a d  Economics Umts 
in gettmg started in the analys~s of tlie data 

Allocate addltlonal resources for (1) develop~ng ~ns t~ tu~onal  comm~ttees to support the ~mplementat~on of 
the SICI and the use of ~ t s  data, and (2) for bmgmg together Economic Umts (e g , Huaras, Ayacucho 
and San Martm) to share approaches, experiences, plans etc 

Sole-source contract MSH to develop an MCP module spec~fically for the SICI wh~ch Incorporates the 
analysis protocols (see prewous recommendation) and works with the PCMI-spawned matnx 
management sub-committees 

Current plans for rntroducing the system in five more hosp~tals startmg th~s  year should be carned out 

Complete the study of DRGs with the PHI2 Project 

Drop the DMIM act~vitles, reallocate the DMIM budget to (a) the add~tional SPP and SICI actlv~t~es 
recommcndcd above, and (b) extending the Health Economist's contract The time of the Health 
Econom~st that would have been devoted to DMIM should be re-allocated to (a) more closely mon~tonng 
and part~cipatmg In SPP and SICI implementat~on, evaluat~on and follow-up act~v~t~es,  and (b) In the final 
year of the Project, to develop~ng the synthesis pol~cy paper described in the next section 

Extend the contract of the Health Economist to make ~t co-temnus w~th the rest of the Project (February 
2002) 



The 9 to 12 months of the Health Econom~st's t~me on the Project should be dedicated exclus~vely to 
wntmg a synthesizing pol~cy document that analyzes ( I )  the user fee studies of PROJECT 2000 (CIUP, 
Cortez, and GRADE), PAHO, DFID and others, (2) dscusses targetmg strateg~es and lessons learned 
(~ncludmg targeting vla resource allocat~ons and via user fee exonerabon pohcy), (3) d~scusses the pros 
and cons of user fees versus msurance and the ~mpl~cations of relymg on them s~multaneously as 
demonstrated by analyses of the Maternal-Chlld Insurance and Student Insurance Programs, (4) d~scusses 
the lessons learned and fbture dlrectlons for cost-based reimbursement (usmg the SPP and SICI), (5) 
assesses the pros and cons of SICI versus DRGs m drfferent types of hospitals, and (6) exammes the 
mtegratlon of the SIC1 and the SPP It IS lmperatlve to develop th~s  document, as the MoH currently has 
nobody capable of domg so and thls type of thmkp~ece 1s a cnt~cal, med~um- and long-term strateg~c 
plannmg tool Resources should be made avarlable to enable the Health Econom~st to contract consultants 
who have worked w~th  the Project and others to ass~st her m thls work The report should be presented at 
a nat~onal semlnar dumg the final year of the Project 

The draft "SPP ~nstttutlond~zatlon agreement" should be revlsed to rdenofy spec~fic requlred OGP mputs 
(equ~pment, tramng, new posltlon descnptlons, addt~onal personnel, etc ) and to Incorporate a t~mel~ne 
w~th deadlmes for speclfic actlvtttes 

Now that contact betwecn PROJECT 2000 and MEF has been ~n~t~ated ,  both the UEP 2000 and the 
Health Econom~st should assume greater respons~b~l~ty for cultlvatmg and strengthening t h ~ s  relat~onsh~p, 
and both should work together wth OGP m domg so 

PROJECT 2000 should "cost out" all components of its model, as part of the PCMI pdot approach, to 
better est~mate the financ~al sustarnab~lity of PCMI 

Undertake an analysts of the cost of the Qual~ficat~on Program that dstlngulshes the costs rncurred by the 
GOP for facd~t~es (a) to achleve quaIlficat~on and (b) those necessary to restore the general operatronal 
preparedness of fac~l~tles, as estabhshed In MoH accredtat~on norms 

Before the end of PROJECT 2000, develop a deta~led plan for ensumg the transfer and sustalnab~l~ty of 
PROJECT 2000 actlvlt~es, usmg as a startlng pomt the UEP 2000 document 

Consolidate lnstltut~onal galns and lncrcase the mot~vatlonal challenges wlth addlt~onal qualrty crltcr~a 
and CQI goals for re-qual~ficatlon 

Strengthen pro-actwe analyses and d~ssemlnat~on of SIP and servlce statlsttcs to demonstrate gams and 
achevements Consider other recommendat~ons mtended to promote v~slbhty of results and compet~t~ve 
involvement In documentat~on of lessons learned, case stuQes 

Maxlmlze documentatton of lessons learned, problems solved and general leammg from p~lotlng of PCMI 
model 

Develop a PCMI human resources pollcy and MoH budget h e  for rapldly tramlng and mtegratmg new 
staff Into PCMI operational teams Conduct data-based analyses of contract staff movement to propose a 
rat~onal~zed staff niovenient poltcy, w~th terms of contract tmnmg clauses, 1 e , tf othenv~se sat~sfactory, 
"pasantla" tramees comm~t to at least one-year post-tramlng at the~r current servlce post 



Re Social Sustainab~lity 

To standardize and systematize all the PCMI elements and components to make it easy to replicate In 
other regions Dumg the Project extenslon, the present ach~evements should be consolidated and 
matenals completed, and adjust the PCMI to the vanous charactenstlcs of the reglons covered by the 
Project It is recommended monitomg the extension of the PCMI to other networks of the present 
regions because ~t will be an opportunity for fine tun~ng the PCMI for future sustamab~llty In other 
regions 

The MoH and AID include a spec~fic package geared towards the sustamab~lity of the PCMI m the 
objectives of the Project extension 

UEP should coordinate very closely with the DIRES and the technical assistance everything relative to 
the implementation of sustainabll~ty 

At the central Icvcl, EAT should tmnsfcr all mformat~on on the PCMI IEC/CT to the MoH Dlrcctorate of 
Social Commumcation and to the Mother Chdd Directorate 

For IEC/CT sustarnab~lity m the different PCMI reglons, EAT, UEP and the DIRES should slgn 
agreements so that dunng the extenslon the level of skills of the teams In IECICT becomes umfonn, 
ensunng that dunng the Project extension one of the objectives is met for developing sustalnabrl~ty 
strategies for the second year of the extenslon 

IECICT should involve the providers and midwtves In the sustainability process so that they may convey 
the commitment and rcsponsib~lity of demand In the sustarnablllty of health servlces 

Dumg the Project extens~on, IECICT should identify all the susta~nabihty mechanisms that exlst In 
d~verse forms in each region 
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SCOPE OF WORK 
{Prolrct No 6279360) 

Mld Term Evrlu~tlon of Rojaot 2000 

I. Background 

Prniect 2000 (No 527-0306) 13 impl~mented under a bllataral agreement slgned 
be vaen the Governments of Peru and the United State8 of Amer~ca on September 
29, I 9 8 3  The of thts seven-yr~rr US4 30-rn~llton grant 1s to tmprovs the 
he&h and nutrlt\on status of young children and women of childbeartng aqe The 

of the Project Is to cncrease the use of chdd and maternal health 
lntenrent~ons 

Tha Project seeks to Increase an approprlars use of child and maternal health 
mterventlons whcla, through commun~ty-baaed promot~vo and preventive acttwt~ea, 
it WIN decrease the need for curative care, thue contr~buthg to a greater eff~clency 
In faclllty-based servlcoa Tho project also addresses Issues of susta~nab~ltty, 
malntalntng that h~gher levels of apl v,priato ut~luatlon can be achmved onlf ~t 
service3 are made more sustalnablo by becoming more avsdsble, accsss~bl~ and 
acceptable 

In 1 rdar to echleve Its goat and putposa, the project takes o three pronged approach 
by (I) providmg support dvectly to chrld and maternal health services, (2) 
imr wlng the efflclencv of those srwiceo through ~mproved manaflemant, and (3) 
aupport~ng the ffnanclal suatalnabllity of those Servlces through improved C,281th 
flni.nclng 

As 6 way of focusing USAlD suppocted lntewentlons and ratconaltzlng do rw  
resources In Peru, Project 2000 targets twelve geographfc areas Ayacuc*~ 
Chw~n, Chanka-Andahuaylar Huancavellca Ice, La Libertab, t~ma-Eaat, hloquepm 
Puno San Marttn, Tacna, and Ucayalr 

To tacllltate project management and ensure appropriate technical aaslstar ,:a, tha 
maln prqecc actlvltles are bemg Implemented through an lnrrhutlonal Contractor 
(IC,, Pathfinder Internat~onel. who rdres on overall POIICY and technlcal guldanca 
f ~ w n  the MoH and USAIDiPeru. TIm IC waa selected In December 1994, throuqh 
competitive blddmg, vl8 a selection committee comprised of representatlvee 01 both 
thr MoH and USAID The full team of the IC which is known as the 'Equ,po do 
Aslstencta Tecnfca (EAT), or Tachnical Assistance learn began work In February 
1935 

M ~ u t  Project technml and f~nanc~at resaurcos ere devoted to the first cort ponsnr 
Strengthenhg Chlld end Maternal Health Servlces, wh~ch  provldes asalatance to 
prlarity health and nutrltlon programr and Is expsctad to  result In a vls~ble reductlon 
in nfsnt, young ~ h l l d  and maternal dt-aths, as well as Improvements In nutrltlon 
status The other two components are "enabling" components that contr~bute to 
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the long-term vlablllty of ch~ld and maternal health servcces snd help ensuro the 
future of those aarvicas 

The flmt project component, Strongthenlng Chlld and Maternal Health Senrroms, 
helpa to expand the coverage and Improve the qualvty of national chdd and maternal 
and perinatal health programs, pregnancy and delivery care, acute reaplratory 
~nfecttons, wcth ernphasrs on pneumonla, mfant and young ch~ld nutntlon 
~mmunlzatjons, and diarrheal dtseases Because exrrtrng ch~fd sunrwal programs tn 
Peru have apprsclabfy reduced Infant Jeaths due to tmmuno-preventable and 
dtarrheal drseases, Project 2000 places the greatest srnpheacs on programs that 
target the major k~llers et the time of project des~gn - pertnatal compl~cateons and 
acute reapIratoy diseases, as well a8 on rnslnutrltlon, a8 a major contrtbuteng cause 
of mortality and a aarlaus mpedrrnent to child growth and develaprnsnt Project 
2008 has not placed greet empham on strenghtenmg femlly plennlng aervlces 
because other USAID actlvltles have bean provldlng edslrtance to tho Fam I\/ 
Plannlng Program of the MOH There are, the PASARE Program and Cobenura qon 
Calldad Thatsfore, strong coordinet,,m is requlred among these three 
Intanmnlons 

The second project component, Irubativor for Efficient Management, alms at 
decantrallzrng admlnlstrat~on and improvfng the management of resources dnd 
budget levels for chdd and maternal health programs To suppon rhis component, 
the CAT Is charged with developing  jot actwrttes In the project prlonty aroas in 
decmtrellzed management rrnproventent and total quahty management, all of whlch 
are yeared toward lnereasmo the quality and sfflclancy of health care serv'ces 

In addltlon, under t h s  component the EAT 13 charged w ~ t h  
Introducing a cost-based programrnlllg end budgetlna process Into the MoH that will 
help the MoH rationalrze as budget requests and dlebureements Finally, under thls 
component the project provtdes short t a m  and long term tratnmg opportunltlee In 
puhllc health and program managemu R 

The lhlrd component, Health Care Clnrnclng, supporto MoH efforts to augment 
reavurces lor primary health care thtough Increased mob~llzatcon of funds and 
strengthened efficiency Among other Issuer, it strives to Increase the amount of 
the publio 6eCtor budget avarlable tor chlld and maternal health services fh la  and 
such other issues as dacentraltzat~on the budget allocatton protbsn, budgetary 
segrr~antatfon, cor t  recovery and poss~b~lttles for publ~clprlvata sector collaooratian 
are belng addrerred through policy d~alogue wlth relevant GoP entrtres and health 
sectat d~nors. Other efforts related to cost recovery and equlty of sarvice 
prov~slon to low-Income populations f1)cus on the development of rattonal user fee 
and coat recovery systems Studtea on c o ~ t  enalysls of health servcces and on 
health care demand wtll help to EAT make recommendations for user fees, fee 
exemption arctena and cost-containment machan~sms 
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II Project Deacrlptlon 

The rpeclfic tasks originally deslgned under each component, ~nclud~ng a bnef 
explsnatkn of major changso, are the following, 

1. Suengthenlnq Chlld and Maternal Health Servlces 

A CllnIoal Trafnlng Program 

The outpute to be obtalned u lJdr this sub component are the follahrng 

Reports on qualltatlve, formative research on the vlewo bellefa and 
practlcea of comrnun~ty women, tramed and untra~ned trad~bonal blah 
attendants, and health penannel, n the area of maternal and 
permatal health, as well as other relevant maternal and chlld health 
~OPIGS far which good data do not presently exmt The research 
shou\d be aonducted In the priority areas 

Establrshrnent of a ma9 IIr tralnlng center In Lima far blrth related 
health, d~arrheal dissare, ARI, bresstfeedmg, weaning and growth 
monnorlng 

Development of currlculdms 4n rnaternallchtld health In areas where 
updated sound currlculurns do not already exist. 

Accornpl~shrnent of two observational end trainlng vtsits to out-of- 
country programs to ohtaln updated lnforrnatlon and tralnlng rnater~als 
on maternal-pennstal httalth and health care 

Adaptation of materials obtained in these vlsits for applrcat~on In 
Peru 

One p h t  course, eight j ~ l o t  repllca courses, nlna tralntng-of-trainer 
courses, 80 model hosp~tal couraes, I 28 comrnun~ty trarnmylhealth 
promoter courses and 128 tradltionel blrth attendant courses In 
blah-related health 

One pllot tralncog program 8 pllat repl~ca courses, 8 tra~ning of- 
tralner courses, 136 wodel hosp~tal courser and 180 carnmt nrty 
trolntngthealth promoter courees In AWDD 

One pdot tralnlng program, 8 pllot repllca courses, 8 training-of-trainer 
courses, 138 model hospttal courbe8 and 100 community 
trainlnq/health promoter courses In breastfaedmg, weanma and 
growth mon~torlng 
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Procurement of rerevant bearc equipment, suppl~es and med~clnes end 
distrrbrrt~on to Reatth es'abllshmenta, along wlth approprrete tralnwg 
In their use 

An ~rnplemented system for &natal lnformatlon (SIP) In four of the 
model hoepltals, as a way of monitoring guatlty of care Thls SIP 
should be complementary and compatlbfe w~th the MoH's HIS/MIS 
ayatern 

The lnputr for t h ~ a  aub compoi\ent are the following 

Provlde admlnlstrative and technical assistance to develop and ~mplernent 
the sbove-rnentloned tralnlng 

Conduct ethnogrsphrc research withrn the prlorrty areas 

Procure offrce aqurprnent and materials for the off~ca of the master 
tralnrng center 

Supply the model hosptab, primary health care fecil~ttss end health 
promoters wtth appropnara rralnln~ rnbterlals, equlpmsnt and suppi~es, so 
that they are squlpped to dse new tralnln~ In dally cllnlcal practice 

Supply TBAs lnvolvod In t t n  tranng wlth blrthlng kits, 

Comments 

Ttslnlng The tratn~ng*related outputa numbers two to seven proposed in the origlnal 
contract u,xferwent changes In deslgn and In~plementadan An alternarlve proposal 
aubmltted by a group of 1n8tltutrona heeded by ESAN (Emcuela de Admln~straclon do 
Negoc~os) war selected through a compatutwa blddlng process by a c~rnmlttse comprised 
of representatives ot USAID and the Mlnlatry of Health The ovaluatton team wrll analyze 
the tmplernentatron of the current tralnrng rncdel. determine Its lrkely effect~venssr In 
reachmg prolect objectlver, and assess ~ t s  p~tent~al  for sustalnabllity upon project 
cornpletlon The tralning program under wnplementatron Is dascrlbed In a separate 
document 

R~seerch~  Regarding the ethnographic nludles, two malor stud~es are In the process of ' 

executron orto on traditional practices tn chrldb~rth and newborn care, and the other on 
cornmunlty audit8 on cases of maternal rnclrtel~ty The evaluat~on team wlll determtne the 
retsvance and usefulness of the ttndrnga and recomrnendatlona to be offered to health 
authoritreti and health servlces In order to make servlcea more culturally acceptable to rural 
populutions, and also t o  be usad to Inform tt-a content of IEC a c t ~ v ~ t ~ e a  

Equipment end msdlclner these Item8 were bought and delrvered by the MoH w ~ t h  
counterpart funds (PL480-(IIl 

9SBI Z 8 L  SOP 01 



USA I D/RCO. 

Parlnrtel lnfomurtlon Syrrkrn (SIP) As a way ot aupporttng the tratn~ng system and take 
provcntlva measures to reduce maternal and Infant mortally, the declalon was made to 
lncreasa from 4 t o  90 tha proposed nombor of health ertabllshments that implement the 
SIP There are the aame eetobtlohments that peniclpate In the trajnlng program (PCMI) 

BlrtMng klts for TBAs. Pnor to PCMl ~mplernentatton, which rncludes trarnrng of TRAs, the 
MoH provided counterpart funds to fhr Health Reg~ons TO conduct some rralnlng tor T BAS, 
and provide blrthrng ktts In September 1997, discusslan?r Jtarred by Conaorclo ESAN wlth 
reglonel authorltles on reglonsl axpsrlsncas wlth pantc~potton of community health 
promoters and TBAS in order to organtza the tratnmg program at local level, ualng the new 
methodology proposed by the PCMl 

Intormatlm, educetlon and communlcatlon (IECI 

The outputs expected under thrs sub-campanent were the followtng 

Oeveloprnent and pretesting of key massagor In maternal and perlnatal 
health ARI and other relevant toplcs, keyed to the ~r lo r l ty  areas 

Local-level IEC packages for the prlorlty areas that encompass the 
maternallchrld health topics of the project 

A sene8 of communlty-bawd educetlonel acllv~tles In prlor~ty areas that 
uttlfre the IEC packages to sttrnulate people to  promote thew ow 1 health 

Reglonal aerntnars and workshops 

Self-tnstruct~onal metenels, lncludrng vldeocl, for health personnel and 
communlty-level health workera n maternallchlld health towlcs 

A cantlnulng educalronat nullettn or supplement to en existing MoH 
aubl~cation that wtll keep MoH personnel current on rnaternal/ch~ld health 
toprcr The perlodlcel should be publrshed regularly, wrth a prtnt run of 
at least 8,000, and provision shoufd be made for dlstrlbutlan cosre 

A communlcatlon camparyn that educates the pubkc about the I atlong4 
user-fee ryrtrm 

A national mass rnedls carnpalgn, If deemed necessary, that 
ancornparses educational messages In maternal and perlnatal hoaith 

The Inputs to be pfovlded undsr th18 sub component are the follaw~ng 

Conduct qualltatlve research In the priority ares8 

Provide technical arrbtance to design and rmplament the 
\ communtty-level IEC actrvitles 
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To provide saslatancs in the Impiernentarion of thls component, the EAT sub-contracted 
;he eervrcas of the Center for Comrnunicatron Programs of the Johns Hopklns University, 
lnatrtution with long-stendrng lnternatlonal experrence In IEC programs, which has an 
agreement whh the Global Bureau of USAIDMlashrngton, Offlcs of Populat~on JHUICCP 
conducted a rapid needs assessment study before dostgning the speclflc intarventton 
actrvttles Bared on thls study and prevraus experiences of the MoH in IEC actlvittes, the 
decib~on was made to a) Integrete traln~ng efforts In IEC wlth the PCMI. srnce 
rnterpersonal cammun~catlan la an Important aspect of quellry of servlces for service 
provldera and cornmuntty agents, b) place sn~phacd on trarntng to strengthen 
communrcatron sk~lls of health workers to reach rural communitlsr and reduce cul*ural 
barrlsn between health providers and servlcd, clients, uslng tnformatron provldad by the 
ethnographic studtes and RsproSalud Project and c) Inatead of developing natlonal mass 
communlcatron campaigns, the prlorlty was idaced rn development of akllla of health etaff 
t o  deslgn nnd tmplement culturally acceptahh IEC strategtes, development of mesJage$ to 
be transrnltted by radro or other approprlaru mearia access~ble to rural communltles 
Moreover, tt was expected that ths Basic Health end Nutr~tron Project flnanced by the 
World Bank was gorng to conduct natlonal nealrh and nutrrtton communicotlon campaigns 

Uucatfonal Bulletin A bulletin on maternal and chdd health topics fs balng produced and 
distributed by the PCMi to  the health sstablrshments 

M1.o carnmunlcatlon carnpelgn on user faor. The MoH dacrdad to ellrnlnate this actlvfty 
slnce It wex not conststent wlth the objectiwrs of the Health Sector Reform process of 
the MoH 

C. Support Syatemr 

The tollowlng outputs were tncluded under the support systems sub- 
component 

An as8essment of the presently functlonmg Health Informatron System 
(HIS1 and contrnued strengthenlng of the system, with emphas~s on the 
p r t o l i  areas 

An Infarmarlon system component, Integrated with the presently 
functionlng HlSlM16 system, that tracks Project 2000's Indlcatorc within 
the prlority area 

An enhanced trainrng program for MoH personnel in tha prlorrty areas 
that covers, not only the Project 2000 tracking system, but tralnlng In 
the management of the Intormetlon that I8 currently bung tracked by the 
H18/M13 

A decenttallzed monitoring and aupervlaory system In the prlority areas 
Thlr includes dealgn and development of the eyetern, training In the 
system far MoH personnel and resources for rts implementation 
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An Improved end functlonel p r t~ remen t ,  storage and d~stributlon system for 
the MoH's supplles and msdrc~nes with emphasis on the prior~ty areas 

Th4 followtng Inputs were proposed under tho support syaterns program 

Provide short-term technical aserstance for the assessment and 
atrengrhenlng of the HISIHIS system, I 

Supply tachnlcal asslalance to develop and conduc~ follow-up asslarance 
to supervisory system, and aaintng r n  the system 

Supply technical assistance and fallow-up asslstanca to des~gn the 
logistlce rysrem 

Supply technlcal aaalnsnce to procure the rnedlclnsr and supphee and to 
aupport the actual dlrtnbutlon process 

Design and mplernent an enhanced HIS/MIS trainlng coures for .ho 
prlorlty areas 

Oablgn and tmplrment a supervlrory training program in the priortzy 
areaa 

Supply tralnmg t o  appropriate MoH personnel In the new loglstrcs 
system Pdot the lagrst~cs tra~n~ng program in the prrority areas and the 
MoH will repl~cata the rraln~ng natmally 

Provlda rho necessary addrtlonal equipment for the HIS/MfS system 

Procure and supply HWMIS tralnrng meterlala 

Procure four-wheel dnve veCllcleo to be used for rupen/irr~on 

Supply the equlpmsnt and matanals necessary to support the new 
logisrlcic bystem, 

Commontat 

HIS ayatbrn, The health Intormation aystsm (HIS) was developed and implemented a t  the 
natlonel level durtng the prevloua USAID flnanced Chid Survival Actlon Project (527- 
0286) The second module called Management Informstlon Syrtem {MIS) to process 
admlnlstratlve ~nformatton was not developed After a long process of dlscuss~ons w~th 
relevant counterparts In the MoH, including the Strengthening Health Servlcea Program, 
tinanaed by the ID8 tho dectdon was mada to conduct an oveluelton study of the HIS 
system rn each ot the Project Reglons to subrnlt speclflc findlngs on the quality, 
t~rnelfness and use of the mformation provlded by the system to dltferent levels of health 
authoritlee, starting from the fmt level health servrces Baaed on thls study the MaH wrll 
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make a dec~sion about the health Information qystern, The perrod of conduction of rh~s 
study IS August 97-January 98 

Vehlcles for au~nrlalon* They were bought, through e pubhc bldd~ng process, by the MoH 
with counterpart funds lPL480-Ill and diatrrbuted to  the 12 reglons and subreglonr The 
EAT bought and use 4 vsh~cles for thetr 8upervlslon acttvcties, one located m Ltma and 
three for the reglonal edvlaors located In TrUj~llo (La C~benadl, Huamanga (Ayacucho), end 
Puno (Pun01 

QhrmromutloJ loglstlot 8yat.m An evaluation study was completed In September 1998 
by PROVIDA, a Peruvten prlvslte organtzatlon speclallzed In pharmaaeutloal rnanagernont, 
under contract w~th Pathffnder The study was rewewed by experts of Management 
Sclsnces for Health w t h  favorable comments The report findings and recommendations 
were presented and a copy of the report wan given to each one of the Reglonal Health 
Dtrectors, MoH counterpartr, In parttcular DIGEMID (Olractorate of Drugs and Medtcrnes 
of Peru}, instftution equlvafsnt to the USIFDA One of the functrons of OlGEMlD Is the 
purahase and dlstr~butlon of pharmaoeut~cala through the network sf health facllltlea 

Stnce July 1994, the MoH has  Implemented the Program tor Shared Admrnrstratlon of 
Pharmacm at the Primary L ~ v s l  of Servrces (PACFARM) that suppltes with low coat 
phannaceutlcala to all the hralth centerr and ports through 32 Regional and Subregional 
dlstrlbutlon centers. According to the atudy, this Program fr funcrloning eff~ctantiy, 
however It requlres some edjuatments and Improvements The Propct and USAlO have 
requested teahnlcal awlstance from Management Screnceb for HaalthIRat~onel 
Pharmacaut~celo Management to OlGEMlD to rmprove the rystern, In part~cular to 
Implement e revolvmg fund system to ech~eve fmanc~al euata~nabll[ty of the PACFARM 
Pragrrm 

2 lnlt1artver far Eft lclent Managamant 

The outputs to be delivered under thls subcomponent were the following 

Development an Implementation of a national-level of a nat~onal 
cost-based programming and budgetrng system 

A decentralized management lmprovernent model piloted In two prior~ty 
areas. 

A total quallty management model p~kted tn the same areas as the 
decentralized management Improvement model 

Quarratrly coord~natton and evaluation meetlngs that include the MoH 
central offlce and program managers In the prlorlty ereerr 

A core group of MoH offrcrels tralnsd in the most current management 
practrces In the fteld of public health 
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Tha Inputs sxpecfed under this 3ubcon)ponent were the following 

Provids teohnlcal analstance to develop and ~mplaqent ths cost based 
programmrng and budgetrng synem 

Ptovlde technical asslstance to develop and implement both the 
decentrelized management lrnprovemant models and the total quallty 
management models 

Traln 60 MaH otttclals In the new cost-based programlng and budgetmg 
system 

Traln 40 MoH afflc~sls In the decentrahzed management Improvement 
model8 and total quallry msregement pilot systems 

Deslgn and rmplernent an in-service management trarnlng programs for all 
levels of managers wrthn the pr~orlty rreaa 

Fund ahort-term, out-ot-country trarnlng for 60 MoH offlcrals and 
(posalbly) long-term, out-of-country tralnlng st the Master 8 degree l e v ~ I  
for 16 MoH off~clalo 

Procure all supplies and eqillpment necessary for the tralnlng under the 
management component Suppl~ed end equipment should be adequate 
for the prlorlty areas 

Cort-tPorad budgeting syrtmrn. Undar this component, a study was conducted by Alfa 
Consult to srralyze the budeat dealgn mrthodologv used at the nat~onal end regronsl levels 
and a new budgetting ayatem bared on cow9 war designad end proposmd to the MoH and 
Health Reglonr, Thle propmal wa8 conolstanr with that establlehsd by the Mlnlatry of 
Economy and finance, through the annual Qenerel Budget 0111 for 1898 Technrcal 
aosmtancs was prov~ded by the Project to the Regional and Subreglonal o f fmrs  
responuible for 1898 budget preparatlon, and submlsalon in July For the preparatlon of the 
1999 budoat, the Project wlll conduct complamentary trarntng and technical asslstance 
durlng the h t  semester of 1998 

Total quality managomant model The EAT has Incorporated th~o management approach III 
the PCMl tralnmg The organlzstlon of sewrces was been rdentrfled aa a malor obstacle to 

' 
attain high quallty of asnrices, along wlth tha technical competence and interpernonal 
communrcotlon. In consequence, Ofrectors and physrcrans of rnarcrnal and chlld sarvlcas , 

are belng tremed in the methodology of problem snalys~s, and durlng the train~ng perlod 
they develop a quallty improvement plan for thelr own ssrvrees to be carried out after the 
ttbtnlng semlner {called 'pasant($"' 

WdES 6 
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To aupport the quallty Improvement processes of MCH Ssrvlcss started under PCMI, the 
Project hae tralned Servlca Olrecton tn management of servlces and perlnatal techniques In 
the PAHO Latln-Amencan Center of Parinatal Health (CLAP) In Uruguay In sddd~tion, they 
have prrtlclpatad in workrhopa an management of quallty eervlcar by Msnagemont 
Screncer tbr Health I 

Whh the objectwe to obtam aupport for the service Improvement groups originated by the 
PCMI, and start qualtty Improvement processes a t  the Horpltal level, the Project has 
flnancod tho partlclpetlon ot 10 PCMI Hospital Olrectors to a three weak Workshop on 
Management far Quallty offered by Management Sctencss tor Health In Cuernavaca, 1 

Mexlco duting October - Novembrr, 1997 

Lhcsntrrfked rnanagmment: Thls activity was nor clearly dsflnsd In the contract 
lmprovement In the preparation of local annual budgets will contribute to obtaln more 
resources for thew regions, and wdl also contr~bute to decentrabzatlon of declslona on the 
allocation and management of flnanclal resources Owing the Project Revlew meetlng In 
Auguot 1907, USAID, the MoH and the IC agreed on the prowston of asdstance for the 
orgrnlzatlon and Imptamentation durmg 1 998-99 of en Economic and Flnancfal Analysls 
unlts In each of the 10 Regtonal and Subregional haspltals partictpatmg In PCMI, lncludtng 
the sppllcatlon of Revenues and Costs regstratIan and thew analvsls, simder to the Unlt 
created, under a pilot experience financed by the Project, rn V~ctor Ramos guardla Hospital 
In Huaret. Thts pDot actwty was not or~gtnally tncluded In the Project Paper, but t t  was a 
raqusst made by the Reglonal Dlractor Of Reglon Chavln Durtng the end of 1997 and 
early 1908, a second pilot axperlance wtll be tmplemanted before expandtng It to the 
prapesod number of horpltale 

3 Health Cere Financing 

The outputs to be produced under this sub-component were the following 

Dealgn and implement a Natlonal lea structure bared on the national cost 
and demend studler - Advoaacy In policy dlalogua on management and tlnanclng reforms I 

An inventory of existing afllclency-enhanc~ng and coot-recovery efforts In 
Peru 

The results and recornmendortlons of a series of studies that assess 
extstmg cost recovery schemes, conducts operations research on new 
ones, and develops case studtes on a few of the most prornislng 
schemes 

The input8 to be prowded under thm sub-component am the follow~ng 

Supply teohnlcel assistanre to design and Implement a nat~onel fee 
mucture, drawtng on the natlanally-baaed cost and demand atudres 

9501 ZBL SOP 01 
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Conduct at  leeet elght and ngt more than ten studies of current and 
ptenttal cost recovery efforts within Paru 

Comments 

Tariff 8yrtern Guldellnes for the deslgn of tariffs end exoneration schemes wlll be 
dea~gnad by the IC, In sddltlon to  thla, act~vrtres tor dlasem~natton of the gu~deltnar will be 
conducted In Project raglon~, and criteria tor tarlff settlng and exonaracrono wdl be 
valldated In a group of health establishments 

Coat-ra~very In Augubt 1997, the MoH, th 3 lC, and USAID reached consensus to do 
operatlanal research on the two mast frequent cost recovery schemes applled In Peru, 
pnvate cllnlcs wrthtn public sector hospitals and pre-pa~d schemes m public sect01 
hosp~trrla and health centem These analyses w ~ l l  provide lnforma~ion on two achemes 
that could be used to mrve low and mlddk-~ncoms papulat~one that have no acceaa to  
some health Insurance, and will not havs access to health lnsurancea In the near future 

Ill. Purpoee 01 the Evaluation 

Thla svaluatfon has four ob/ectives Flrst, It wlll assess progress toward 
achiovements of project obJocaves and Identtfy and anelyze the reesons of any 
ahortfdl Thls calla for an evaluatron of the changlng envlronmant and conditfons -I/ 
and an arsaaament of whether the IC, the MoH, and USAID havs acted adequately 
in their rerpectlve to these changos curthormore, the svaluatlon team will make 
recommendattans as to how the IC, the MoH, and USAID can improve therr 
management and involvement in this oroject The second objective of the 
svaluatlon Is to evaluate the flnanclab, lnstltutlonal and soclal sustalnabllrt~ oi the 
prqect and make recommendetlons to enhance s~gnlflcam progress In all three by 
the end of project Iflo The thlrd abjectlvb 6s to analyze the project's resources 
budgets, and the-frams, and assess any future need for mod~fications The fourth 
objective to to Identify any other factor that hew hed posltive or negative Impact on 
projact implementation 

The evaluation team will assesr the performance of (1) Pathfinder International as IC and 
tachnroal assrrtenca provider, (2) Mlnlrtty of Health (Mo).o, and raglorial health authorlties 
In their role In general ProJoct guidance, monitoring and rupervlslon: and haalth servicso ge 
implementing ent~tres, (3) USAID, as funding agency, In Its support far Implementation and 
monltor~ng ot project aot~vrtler, coordlnar~on wrth the MoH and other donors since ptoleqr 
Incsptron In Saptomber 1893 

The eveluatron team shall evaluate the pragrdes achleved to dare rn carrying out planned 
lmplernenta110n tasks under each project-supported MoH program and support system, as 
stipulated in tha Project Grent Agreement, Instrtutrcrn~l Contractor Contract, Annual 
Operatfonal Plans, Monthly and Annual Reports, document the current atatus of each 
project componsnt/tasks, identify and analyze the reasons for any shortfall, and provlde 
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recornmendatrons to Improve their Implementadon and add or delete opecrf~c components 
and task*, If neceaaary, 

The evaluetlon wdl take into considerarton that subsequent to the Project Paper des~gn 
durtnq 1992-93, polltlcal, soctal and economic changes have taken place In the health 
sector, in particular wlthln the health sector end the MoH In nrponre to them chenoas, 
the IC, In agreement wlth the Mlnletry of Health end USAID. has madifled soma of the 
orlamally deslgned actlvit[es to accommodatd Project actlvttles to  the changing conditl~nrr 
The evaIurtlon team will snetyze the appropriatenee3 of the modrflcatlons made In projecr 
actlvltlas to  attain the proposed 0bjectlvO~ 

Some speclflo questtans the evaluatron team wdl answer regardmg ~mplementat~on of 
PTOJOC~ ~ ~ f b i t l 0 8  IC4' 

1. Ir the PCMl trelning model rrnprovlng the quality of maternal and chrld health nervtces 
In the proposed period? Would these changes contrrbute to reduce maternal and child 
psrlnatal rnortallty? I8 the Perrnatal Informatcon System (SIP) being utllrted to detect risks 
and prevent ~ompl lcatron~ In pregnancies and dellverleal 

2 Informet~on, education and comrnunmtton Are the proposed actlvlt~es gomg to help 
reduclng cultural barriers to health senrlcss7 Old the IEC plans and acrlvrtres Incorporate 
the flndings of the rapid asseaament made by JHUtCCP, ethnogrephle stud108 made by 
P2000, and qualttallvs atud~es made by ReproSalud Project? 

3 Dld rho heelth tnfomation system study provrde t~rnely and useful lnforrnatlon to make 
decialonr rsgardmg the current tnfarmatlon ayrtem used by the MoH? 

4 Regarding thr log~attcs syaterns, d ~ d  tho frndlngs of the study made by the project were 
used to ~rnpreva the logistics oystem at the central level or at  regional levels? 

5 Am the Qenerai Ofllca of Plannlng 01 the MoH, end project regrons and subreg~ons 
lmplrment~ng the budgettlng methodology baaed on cortc? Is thts mathodolagy en 
Instrument tor decentrallred management? 

6. Is the C O B ~  and income system (SICII bemg utilized and the economlc analvs~s unit 
functioning in the Vtctor Ramos Guardra Hospital? If so, what banefits has the hospltal 
obtained from this experlencef Is th18 emertenca bsmg replrcated In other hospttals? 

7 Did the studies on costs, Demand and Fmanctng provlda useful informatlon to the MOH 
to make dsclarona to  lnprove the health fman mg system? 

The MoH Prqact Unlt performence In fulfllltng thew project implamentallon rssponstb~lltlea 
will be apeclf~cally evaluated regardrng the followrng 

1. LIeeIng w~th  USAID/HPN In formulottng overall project policy and rnaklng major Project 
rnanagenent decls~ono 
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2 Provindlng guidance to the IC In Project Implementation, and coordlnatlon wrth the IC tn 
the flnanclng of project actlvltleo In reglons , 

3 Enrunng that project actlv~tios ore carrled out by the MoH counterpart, In accordance 
w~th  the terms and condit~ona tn the Project Agreement and annual workplans and 
budget8 

4. Facrlltatlng the coord~nation of project Inputs and activltres w ~ t h  programs at the central 
tavsl of the MoH and batween the central and reglanal levels, 

5. Ensurlng the sfflc~ant and approplate use of counterpart-financed technrcal adv~sora. 
commodttres and vehlcies, 

6. fnsurlng that PC480 fund8 programmed under the Project reached the regtonol levels 
n a timely manner 

7, Submitting annual detatlad plan8 for the use of any Project funds (donatroo) prov~ded 
dlrectly to the MoH 

Addltlonally, the team shall evaluate USAlD performance regarding Its overall project 
rnonltorlng responnbrllty, lncludlng tha followlng 

1 Dlrectly procuring the servlces of appropiate ~nrrt~tutrons to carry out the cost study 
and demand study 

2 Olre~tly procurlng the aarvlces of the IC 

3 Overaeelng and gu~drng the IC actlvlt~etr 
I 

4 Rsvlewlng and spprovlng workplans, and sub-contracting ectwltres, and modrflcatlon 
propoaalr. 

6 Provldlng feedback to the IC and MoH on project impternentat~on 

ObJectlvm Two. 
BY flnanclalaustlf;ll we mean the capacity to recover or otherwise generate the 
flnanclal rerourcss needed far the continu~ty of rctlvltrss w~thout additional USAlD 
support m o n a l  6- refers to  rho cepaclty of the MoH and fe~lonal health 
authorrtrer to plan, manage, admtnhter, monltor, and adjust project actlvltleo to ensure 
thew etfectlveness and continuity after project completion Social connotes 
community ownarshlp of some project actrv~ttes, In p a r t d a r  the tralnrng of communtty 
sgsnte dewloped by the PCMI 

Some spec~fic qoestlona that the evdluatlon team will address are 

1 Is the PCMI tremlng model, Includlng the commumty aqenta component, sustarnable 
upon project complatlon7 Is b t  Jlkely to be expended out of project regtons? 
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2 Is the IEC prolect component developed la complement adequately the 
PCMl? Is thls suatalnable upon project campletion? 

3 Ir the SIC1 belng wed In the Vlctor Ramos Guardla Horpltel In Huaraz? Is ~t likely that 
the SIC1 system golng to contmue being wed after project complet~on? 

4 I3 the budgetrng system based on costs a management tool that could contlnue to be 
u8ed after project complatlon Is it llkely to be used out of project areas? 

The contract between USAlD and Pathtmdsr, in its aectlon F atates thet the contract may 
ba extended to contlnue provlscon of some or all of the rsrvlces provldad during the tn~tial 
contract period for up to one (11 addltlonal yoar The svsluet~on term wlll analyze projact r 
resourcar, tlme frame and budgets, and will asseas any needs for modifrcat~on, lncludmg 
the need for the one year addltlond cantract extensron, and recommend nctlvlties that 
would ba crrrlad out in the addltlonal penod 

ldent~fy other factara that have had negatlve or paalt~ve inlluence In project 
Implementat~on* 

1 How the organ~zatlonal structunr of thtr M~nlstry ol Health, Reglons, and Subreglons, 
have Influenced In Project Implementation? 

2 Hae the coordination of P2000 wlth othtr MOW projects or other USAlD Projects 
located In the same geographical areas, been made at the central level or at the fleld level? 
What outcomes have bean experienced? 

3 What other factor8 have had poritivo or negative outcome8 for project rmplementat1on7 

IV The Cvaluatlon Team and Its Level of Effort 

It Is recommended that the team conslats of four members fluent In Spanlsh The 
team should Include. 

1 Health management expert 
Trlrfnlng Medlcel Dactor ar Soclel Sctsntlat wlth Masters Degree or Ph D rn Publrc 
Health, Health Program Management8 or related field 

Experlance E~ght to ten years of experience In management and evaluatton of 
maternal, perlnatal and chlld health care programs In developing countrtec 
Exper~ance In leedrng and direction of evaluation teams 
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Abil l t le~ and sk~lls Fluent In Spenlsh and Engllrh, good leadsrsh~p and wrltlrrg skllls 

2 Health tmlnhg opeolallrt 

Trslnlng. Health prohadonat or Educator with Masters Degree In Publ~c Health or 
related fields 

Emperlence Eight year8 experience in the organlzetcon, conducrlon, end evaluatiorr 
of health tralning programs, includ~ng health promoters, In developing countnee, 
praterable In Peru or Latin Amertca Exper~ence In tratnlng methadologies 
particulerly for adult education 

Abilltres and rkllle, Abclcty to communrcatr with multlpls social groups and ability to 
work rn teama Fluent In Span~sh and English, and good wri t~ng sk~lls 

I 

3, ILC expert 

Tralnrng BAlMaster In Social Communlcatlan. Psrcology, Educat~on, Anthropology 
or related tlalda 

Experience At  least elght year8 exparlance tn management and evaluetlon of 
tnformstlon, education and cornmunlcatlon of prrmary heatth care rtrategles, 
cnclud~ng commun~ty partk\pat~on aculvitles, preferable In Peru or other plur~ cultural 
aountrles In Letrn America 

Ab1110aa and skllk* Fluent In Spernlsh and English, abdlty to work In teams, ability to  
comrnunlcate with multlple social groups, and good wrrtmg skllls 

4 Health sconomist 

Tra~ncng Economc8t or Soclal Sc~entlst with Maarerr Degree or Ph 0 In tconomccs, 
preferabla In Health Economics or Health Management 

Expsrrence At least five years exparlance In management or svaluat~on of heolth 
8ervsces, In partrcular In health f~nancing ~ssuss Knowledge and expertenbe In 
health iinanclng reform processes of publ~c hsahh servrces 

I 

Ablllttrr and rktlls- Fluent In Spenlsh and Engllsh, good wrcting sk~lls, and 
exprsrlence in teamwork 

The management expert wcl be the teem leader At least one member of the team w~Il  be 
an enpert In gender iosuer, prefarable the IEC expen 

Qualrf~catlons of the teem need not r~grdly adhere to these cndlvtdual descrcptcans as long 
as all ektlln are represented in the team as a group 
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re- 

The team leader will have a tlma commttment of 32 worklng dayr, and the other three 
team mornbere wtII be contracted for 28 workme daya It ta  rsqulrod that all the team 
mernbars spend at least ten worklng days In project regions, outalde Lima 

V, EvsLatlan Methodology 

The evaluation wrfl be developed and carrlsd out wtth the full port~c~patlon of 
Mlnlstry of Health, central level, the Project Special Unit, and Health Ragtonal 
suthorttrer, USAiD/Peru, EAT(Pathtindar) and other lnstitutiona and parsons 
Invalved rn P2000, In the recognttton that there developrnont partners are 111 
worklng toward the eeme goal Thls evaluation should be viewed as a management 
tool that wrll help gulde the project to a successful completion and a thrlvtng future 

All gertrnent project documents will be made avaltable to the eveluatton team The 
Project Paper, Prajecr Agreement, contract wlth EAT, selected studies, a d  other 
key documents will be aant to the team before t t  travels to Llme, 90 that all 
mambers are well-veraerd In the baaica of the project upon thelr arrival Each team 
member will have twa daya t o  revlew the bastc pralrct documents 

Their on-site work should Include mtervtews with MaH, USAIDIPeru, EAT steff, 
sub-contractors, steff of selected Health Raglonu, health personnel, key communlty 
leaders and anyone else considered necessary At  the rsgmnal levels, Interviews 
wtll also bo conducted wrth MoH authorltlee, EAT reg~onaf advleotr, hoopltals, 
health centers and health post staff, end community leaders Vlslts and observstton 
of matarnel and child health servfces Is h~ghly recommended 

The svaluatlon team will daslgn its work to be as panlclpatory as poss~ble, 
engaging all of the project'r atakeholdets in the process With thls In mind, the , 
avaluatlon team wtll preaent f lndlng~ and recommendatlonr to all the key people 
~nvolved wrth the project, through a maatlng, givlng them tho chance to  Integrate 
evelblate and ritrpond to the report and It8 recommendations 

VI. Usportlng Raqulnmrntr 

Workplan, Tha Contractor wlll prepere a dotarled workplan, which shall 
rnclude the methodology to be used, and submit it to USAlDl HPN for 
approval Th~a should be submttted ehsr the thlrd day on-s~te (in Llma) 

/' 

Prelrminary Report. The Contractor w ~ l l  submlt to the Health 
Population and Nutrition Offlce (OHPN), elght coples of the 
preliminary repon four In SpanlJh, whlch wlll lncluda key 
flndrngs and recommendetrone These ftndrnge and 
recommrndatlont wrll be presented In a debrlefing at the 
USAlD/Psru M~sston Thls prel~m~nary report wdl also be 
presented to the MoH staff and EAT, a6 dsscnbed In Section 
IV above The Ramltr Package Team at USAIO, Pathfinder 
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lnternatlonal and the MoH wrll have ten worklng days after the debrreflng to 
send cammentu and suggesttono to the team leader, The ream leader w~l l  
addfees the cornmonte rn the flnal report 

3 Ftnal Report. The Contraotor will aubmlt tan copies of the flnel repon In 
English and other ten In Spanish to USAIO/Psru no later than four weake 
after the comment8 on the prelimmar report am rec~eved by the Contractor 
The document should also be 8upplred on e dlskette usmg the WordPdrfect 
Software This flnel report may include recommendattons for varlatfons, 
berlder those elready made by the EAT In e&eement wtth the MoH and 
USAID, in tha desrgn, goale, actlvlt~es and budget structur. It should ba no 
more than 60 pagas long, tncludfrtg and Execut~ve Summary Supportrng 
data rhould be included In appendlcea. 



I Ouput 

Reports on formatwe 
research on the major 
health toplcs of the 
Project, with messages for 
the priority areas derived 
from th~s research 

Project 2000 
Outputs mdrcators 

lnd~cators 

- - -  - -- -- 

a Major research toplcs have been ~dent~f~ed 

Appropriate research inst~tut~ons have 
been selected 

Data Source ICornplet~on 
status report due 1999 - - 

Study report "ldent~f~cat~on of 
Knowledge Gaps In Maternal 
& Child Health In Peru by Dr 
LUIS Codma and Dr Manuela 
de la PeAa 
Study report "Deslgn of 
Gu~del~nes for Commun~ty 
Health Workers Trainlng Plan' 
by LIC Flormarlna Guardia 
Terms of reference for the 
stud~es ' Maternal Mortahty 
Cases Study" and ' Trad~tional 
Techn~ques of Dehvery and 
Newborn Care" by LIC Paola 
Naccarato 

Subcontract wlth Catholic 
Unlvers~ty to perform the 
"Maternal Mortality Cases 
Study" 
Subcontract w~th San Marcos 
Un~vers~ty & Centro Flora 
Tr~stan to perform the study 
"Tradlt~onal Technrques of 
Dellvery and Newborn care" 

Cornpletton 
date 



Formatrve research on prronty health 
toprcs has been conducted 

-- - 

Research results have been presented 
and d~scussed with MoH officers 

Research results have been dissemrnated 
among health sector ~nstitutrons 

- - 

"Maternal Mortal~ty Cases 
Study" final report by Catholic 
University 
"Traditional Techniques of 
Delivery and Newborn Care" 
final report by San Marcos 
Unrversrty and Centro Flora 
Trrstan 

Study results presentation 
meetmq 

Studies results publicat~on 
and drstr~butron 

In process 



Ouput 
- -- 

Establrshment of a tralnrng 
program In reproductwe, 
maternal pertnatal and 
chiid health (PCMI) The 
PCMl wlll be Implemented 
usrng a long term local 
subcontractor 

PCMl has been designed by Project 2000 
and approved by the MoH 

A local long term subcontractor has been 
selected for PCMl rmplementatron 

The MoH has formed a PCMl 
Coordrnatron Commrttee whrch 1s In 
charge of strategrc program decrsrons 

12 MoH reg~onslsubreg~ons have 
formedlre~nforced tratning un~ts which are 
in charge of the PCMl rmplernentatron In 
the~r areas 

18 tratnlng hospitals (HC) and 72 tralnrng 
centers (CC) have completed the first 
program phase ("pasantla") 

18 HC and 71 CC have rnstalled 
cont~nuous quality improvement process 
rn maternal and child health services 

Data Source IComplet~on 
status re~or t  due 1999 

Subcontract wtth Consorcro 
ESAN for PCMl 
lmplementat~on 

PCMl Coordmatlon 
Committee first mlnutes of 
constltutlon 

Slgned agreements between 
Consorc~o ESAN and each 
regionlsubreg~on 

Consorcro ESAN s product 50 
Consorc~o ESAN's product 68 
Consorc~o ESAN's product 87 
Consorc~o ESAN's product 
l o 6  

Consorcio ESAN's product 53 
Consorcio ESAN s product 69 
Consorcro ESAN's product 72 
Consorclo ESAN's product 88 
Consorclo ESAN s product 
107 

Cornplet~on 
date 



18 HC and 71 CC have passed external 
evaluatron of basrc quality level 

A distance learnrng methodology has 
been desrgned and tested 

2373 health centers and posts have 
completed the third program phase (local 
pasantia" or distance learnrng trainmg) 

An assessment of MoH and NGO 
experrences wrth Communrty Health 
Workers (CHW) has been performed 
Trarn~ng materrals for CHW have been 
,collected and analyzed 

Mrnutes of the PCMl 
Coordrnatron Commrttee 
meetrngs 

Consorcio ESAN s product 
I 6 1  

Consorcro ESAN s product 78 
Consorcio ESAN's product 
1 I 4  
Consorcro ESAN s product 
122 
Consorcio ESAN's product 
I 38  
Consorcro ESAN s product 
I48  
Consorcro ESAN s product 
156 
Consorcio ESAN's product 
165 
Consorcro ESAN's product 
175 

Consorcro ESAN's product 29 

I Consorc~o ESAN's product 46 

From 
Nov 1996 to 
date 

Pending 

Pending 

Pending 

February 
1997 

August 1997 





Ouput 

Local-level IEC actrvrtres 
for the priority areas that 
encompass the 
maternallchild health 

I topics of the Project 

IEC strategy has been deslgned and 
approved by the MoH 
12 reg~onslsubregions have 
formedlrernforced IEC unlts which are in 
charge of activrtles implementation 

A Rapld Assessment on IEC Needs has 
been performed rn the regions 

Personnel from regional IEC units have 
been trarned in IEC strategic planning 

IEC regional units have conducted and 
analyzed KAP studies on maternal- 
perinatal health In their areas 

IEC local campaigns are implemented by 
regronal unrts on a regular basis 

Data Source IComplet~on 
status report due 1999 

Letter of approval from P2000 
UEP 
Letters of acceptance from 12 
Regional Directors 

Approval and presentatron of 
results 

Workshop reports 

Srgned agreements wlth 
regions 
Presentat~on of results 

IEC materials have been 
desrgned and d~stributed 
IEC actiwties reports from 
regions 

date 

February 
1997 

May-June 
1997 

Aug 1997 to 
Jan 1998 

Jun-Aug 
1997 
Feb 1999 

In process 

In process 



Ouput 

Self-~nstructtonal materials 
for health personnel and 
cornmun~ty-level health 
workers on materna~ichild 
health toprcs 

lndrcators 

Prlnted rnstructronal materrals for health 
personnel have been developed and 
tested 
Printed instruct~onal materials for 
community health workers have been 
developed and tested 

Multrmed~a mstruct~onal mater~als for 
health personnel have been developed 
and tested 

Data Source lcomplet~on 
status report due 1999 

Consorcro ESAN s product 
No 112 

Consorcro ESAN s product 45 
Consorcro ESAN s product 60 
Consorcm ESAN's product 62 
Consorcro ESAN s product 74 
Consorcro ESAN's product 92 
Consorcio ESAN s product 
143 

Approval of final verslon of 
Perrnatal lnforrnatron System 
Tutorral 
Approval of final versron of 
AlEPl Tutorral 
Approval of final versron of 
Pennatal Technolog~es 
Tutorral 
Approval of final verslon of 
Neonatal Resusc~tatron 
Tutor~al 

date 

Aug 1997 
Nov 1997 
Jan 1998 
Jan 1998 
Sept 1998 
Mar 1999 

June 1996 

June 1997 

Oct 1998 

In process 



A contrnurng educatron 
bulletm or supplement to 
an ex~stmg MoH 
publrcatron that wrll keep 
MoH personnel current on 
maternallch~ld health 
top1cs 

A contrnurng education bulletrn for health 
personnel has been developed and tested 

Data Source ICornplet~on 
status reaort due 1999 

Consorcro ESAN's product 
No 41 
Consorcro ESAN s product 
No 55a 
Consorc~o ESAN's product 
No 55b 
Consorcro ESAN s product 
No 73 
Project 2000 Informatwe 
Bulletrn 
Project 2000 Flrst Years 
Project 2000 lnformat~ve 
Bulletm 
Project 2000, An effort for the 
Country's Health 

Complet~on 
date 

02-19-1997 

0 1 I-O3-l997 

12-1 5-1 997 

04-13-1998 

December 
1996 
1997 
1998 

1998 



--- 

Ouput 

An evaluation of the 
presently functionrng HIS 

Evaluation goals have been determined 

An approprrate subcontractor has been 
rdent~f~ed and selected 

The evaluatron has been performed 

The evaluatron results have been 
presented and drscussed w~ th  MoH 
officers 

Data Source IComplet~on 
status report due 1999 

Terms of reference for the 
study "Assessment on quahty, 
processing and use of 
mformatron of the HIS and 
Natronal Programs mformation 
systems" 

Contract w~th Calmet Data 

Approval of the study final 
report 

Presentatron Meetrng to MoH 
officers 

Complet~on 
date 

Oct 1996 

May 

Apr 

Apr 1998 



Ouput 

Improved management of 
medlclnes In the 18 PCMI- 
related hospitals 

Evaluation of the status of the MoH drugs 
log~stic system has been performed 

A qualrty mprovement program rn 
Ratlonal Drugs Use has been established 
In the 18 PCMI-related hospitals 

Data Source IComplet~on 
status re~ort  due 1999 

Flnal Report of the study 
"Loglstlc Systems of Essential 
Medlclnes and Supplies" 

Workshops on Ratlonal Drugs 
use 

Strengthenrng of Hosp~tals 
Pharmaceutlcal Committees 

Deslgn of Pharmaceutlcal 
Formularies 

Mld-Term Hospitals Self- 
Assessment 

External evaluat~on 

Completion 
date 

Jan 1997 

From May 
1998 and 
contlnulng 

From May 
I998 and 
contlnulng 

From May 
1998 and 
contlnulng 

January- 
February 
1999 

Pendlng 



Ouput 

An information system 
component that tracks 
Project 2000 md~cators 
w ~ t h ~ n  the pr~or~ty areas 

Mam areas of mterest for project's tracking 
have been determined 

A set of mdrcators and data gathermg 
procedures has been developed and 
tested 

Data Source ICornplet~on 
status report due 1999 

Consorc~o ESAN's product 37 
Consorc~o ESAN s product 
132 
Maternal Mortal~ty explanation 
model 

PCMl Coordmatron 
Commrttee agreement on f~rst 
level qual~fication indicators 
Workshop on SIP analys~s 
and Prenatal and Dellvery 
Care Quality ~nd~cators 
Workshop on Analys~s of 
Maternal-Perinatal Serv~ce 
Quahty Ind~cators" 
PCMl Coordinat~on 
Committee agreement on re- 
qual~f~cat~on ind~cators 

Cornplet~on 
date 

In process 



Ouput 

and supervisory system 
An assessment of current MoH 
supervlslon system has been performed 
and an ~mproved supervlslon model has 
been developed and d~scussed w~th MoH 
officers 

Methods mstruments and procedures for 
the ~mproved supervlslon model have 
been developed 

MoH central and regional off~cers have 
been tramed to use the new supervlslon 
model methods, procedures and 
mstruments 

Data Source IComplet~on 
status report due 1999 

Consorc~o ESAN's product 52 
Techntcal Ass~stance to the 
Internal Chent (TAIC) 
supervlslon model approved 
by MoH 

Consorc~o ESAN's product 52 
Consorc~o ESAN s product on 
TAlC Instruments and 
procedures 

Workshop on supervwon 
ab~l~tres 
Tra~nmg on TAlC mstruments 
and procedures 

Complet~on 
date 

10-10-1997 
Pendmg 

04-20-1998 

r Pendmg 



Ouput 

A nat~onal-level cost- 
based budget 
prograrnmlng systrm 
(BPS) 

- -- - 

Indicators 

D~agnos~s of current MoH budgetmg 
system has been performed 
An rrnproved budgetrng model has been 
developed and d~scussed w~th MoH 
officers 

Methods, ~nstruments and procedures for 
the mproved budgetmg model have been 
developed In accordance w~th the new 
budgetmg methodology determmed by 
Mmstry of Economy and Fmance (MEF) 

Trarnmg and ~mplernentatron of the BPS In 
the 12 reg~onal/subreg~onal officesMoH 
central and reg~onal off~cers have been 
trained for uslng the new budgetmg model 
methods procedures and instruments 

Coordmatron w~th MOH's Bas~c Health 
and Nutrrt~on Project (BHNP) for tramng 
and ~mplementat~on of the BPS In other 8 
reg~onallsubreg~nal offices 

Data Source ICornplet~on 
status reoort due 1999 

Subcontract wrth 
MACROCONSULT S A to 
perform the 'Assesment of 
current MOH budgetmg 
system ' and Analys~s of 
publ~c health expend~ture" 

Subcontract w~th Alpha 
Consult S A to perform the 
' Des~gn of the Budget~ng and 
programming System (BPS) 

Subcontract wrth CIPRODES 
S A for the ~mplementat~on of 
BPS tra~nmg plan In the 12 
regronal/subreg~onal budget 
offices 

Subcontract w~th CIPRODES 
S A for the adjustment of the 
BPS software 
Subcontract w~th MSH to 
develop and ~mplement auto- 
rnstructwe modules for BPS 
~mplementatron under MCP 
methodology 

Complet~on 
date 

03-28-96 

03-17-97 

08-31-98 

In progress 

In progress 



Ouput 

A decentralized 
management mprovernent 
model p~loted In two 
hosptals 

- -- - 

A total qualrty 
management model 
prloted In the 18 PCMl 
hosp~tals 

Analys~s of payment mechanisms options 
Development of payment mechan~sm for 
regional hospitals wrth techn~cal 
ass~stance from PHR 
Terms of reference Decentrahzed 
Hosprtal Management Program (DMIM)" 

A TQM model for maternal & chrld health 
services has been developed and 
approved by the MoH 

Personnel from maternal & child health 
services of the 18 PCMl trainmg hospitals 
have been trarned In the TQM model 
concepts, methods, procedures and 
mstruments 

D~rectors of the 18 PCMl tralnrng hosp~tals 
have been tramed In TQM 

Data Source IComplet~on 
status report due 1999 

Study "Gu~delmes for the 
desrgn of new payment 
mechan~srns for public 
prov~ders 
Report "Reg~onal and hosp~tal 
survey" 
Report Clmcal data 
requrr erneiits for hospital 
payment reform" 
Request for proposals for 
DMIM and selection process 

Document Contmuous 
Quality Improvement of 
Maternal & Chrld Health 
Services approved by MoH 

Workshop on TQM in MCH 
servlces for Department 
Chiefs 
Course on TQM In MCH 
services for Midwives and 
Nurses 

Course "Quality Assurance 
Management in Cuernavaca- 
Mex~co 

Complet~on 
date 

In progress 



Ouput 

Quarterly coordlnatlon and 
evaluatron meetlngs that 
~nclude USAID, the MoH 
central offrce and program 
managers in the prlorrty 
areas 

A core group of MoH 
off~crals tra~ned In the most 
current management 
practrces rn the field of 
publlc health 

USAID, the MoH and the techn~cal 
ass~stance team have perlodrcal meetmgs 
to evaluate and feedback the project 
~mpiemen ta tlon 

MoH local offrcers have been trained In 
the ~mplementatlon of permatal 
technolog~es In maternal & chdd health 
servlces 

MoH regional officers have been trarned In 
the management of the Pertnatal 
Informatton System 

MoH reglonal offrcers have been tramed In 
supervision a b ~ l ~ t ~ e s  

D~rectors of the 18 PCMl training hosp~tals 
have been tramed in TQM 

Reglonal MoH officers have been tralned 
In health economics bass 

Data Source IComplet~on 
status report due 1999 

Monthly, quarterly and annual 
reports 

Workshops on Permatat 
Technologies 

68 SIP regional experts 
tralned 

Workshop on Supervlslon 
Abllrt~es 

Course 'Quallty Assurance 
Management" In Cuernavaca- 
Mexlco 

Report of the seminar "Health 
Sector Modernlzatlon 
Process" 

-- -- 

Completion 
date 

From Feb 
1995 to date 

r Set-Dec 
1996 



Ouput 

A validated proposal for a 
user fee system for health 
servlces of the MoH 

- --- - -- 

The results and 
recommendat~ons of a 
series of studres on cost 
recovery - - - - - - - 

Develop gu~dellnes for MoH Targeting and 
Tar~ff Policy . Desrgn a user fee and exemption system 
In publ~c health facil~tles 
Develop a strategy to vahdate the 
proposed system . Implement the valldatlon strategy In two 
areas . Provrde recommendations to extend the 
system and its mechanisms and the 
mstruments throughout the country 

Studles on cost recovery experiences 

Data Source ICornplet~on Completion 
status recrort due 1999 1 date 

the deslgn and val~dat~on of 
the tarrff and exemptron 
system" 

Terms of Reference In progress 

- 

Report "Gu~delmes for MoH 
Targeting and Tar~ff System" 
Subcontract wlth GRADE for 

09-1 5-99 

In progress 
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Output 

Development and 
rmplementatron of the 
lnformatron System on Costs 
and Income (ISCI) 

Resource mobilizatron for 
health services (Policy 
D~alogue) 

Development and 
rmplementation of the Cost 
and Revenue lnformatron 
System (SICI) In the 
Hosp~tal Vrctor Ramos 
Guardra de Huaras- 
Ancash 

lmplementatlon of the Cost 
and Revenue lnformatron 
System (SICI) rn the 
Hosprtal de Apoyo de 
Huamanga- Ayacucho 

Coordrnatron of the "MoH 
Financrng Commrttee , for 
the dlscusslon and 
coordrnatlon of project 
actrv~tres In the health care 
financrng area 

Coordrnatron of the 
Technical lnter~nstrtut~onal 
Group 

Data Source /Completion 
status report due 1999 

Subcontract w~th 
CIPRODES to des~gn and 
Implement the Cost and 
Revenue lnformat~on 
System (SICI) 

Subcontract wlth 
CIPRODES to rmplement 
the Cost and Revenue 
lnformatron System (SICI) 

Perrodlcal meetrng reports 

Report "Health Sector 
Fmanclal Flows 1995-96) 

Complet~on date 

.- - 

On gorng 



Output 

Research on health 
economics 

Research on health 
economics by Huaras 
unwerslty students 

Data Source IComplet~on 
status report due 1999 

Report "Analysrs of 
demand for health services 
for ch~ldren In the province 
of Huaras ' 
Report Efficiency and 
productivity of maternal 
and child serv~ces" - -- -- 

- - 

Completmn date 

2-15-99 

In progress 



ANNEX 3 PERSONS CONTACTEDmYTERVIEWED 

Mr John Cloutier, M~ss~on  Deputy Director 
Dr Susan Brems, Jefa de la Oficina de Salud Poblacion y Nutnc~on 
Dr LUIS Semmano Carrasco, Ofic~al P2000 
Eco Mana Angelica Borneck, Coordnadora P2000 
Eco M p a m  Choy, PDP/Espec~a~sta en Evaluation 
Ms Barbara Fennga, Semor Technical Advisor 
Mr Allen Eisenberg, Regional Contracts Officer 
Adnan Fajardo, Econom~st 

Mznzstry of Health MoH/1MINSA 

Oficlna de F~nanciam~ento, Inverslones y Cooperac~dn Externa (Ofice) 
Dr Augusto Melom, Director 

Oficrna Generucl de Planzficac~o~INSA 
Dra Dons Lituma, Directora de Ia Oficma General de Planlficacion/M1NSA 

Darecczon General de Salud de Salud de las Personas 
Dr Jesus Toledo, Director General 

Plograma Salud, Mujer Nzno 
LIC Miryam Strul, D~rectora del Programa y Asesora de la Direction de Salud de las Personas 

Maternal and Pmnatal Healrh Program 
Dr Nazano Carrasco, D~rector 

UNIDAD ESPECIAL PROJECT0 2000 
Dr Hugo Oblltas, Director del Proyecto 2000, MINSA 
Dr Neptal~ Santdlan, Equipo de Gest~on 
Lic Mana Casas, Equipo de Gestlon 
Dr Eduardo Agu~rre, Equipo de Gestion 

Supen i sores UEP2000MINSA 
LIC Gabnela Sarmllan (San Martm, La L~bertad, Huaras) 
Dra Lucy del Carpio (Ayacucho, Huancavelica, Andahuaylas) 
Dr Eduardo Gamdo (Puno, Moquegua, Tacna, Ucayah) 
Dr Benjamrn Lmo (Ica, Luna Este) 

LIC MIGUEL MERINO, DIRECTOR OF INVESTMENT 

Sr Dante Bnones, Director of Rationalizat~on 
Sra Gladys Gomez Rodriguez, Director General, Office of Statistics 
Sra Martha Honoree, Executive Budget Off~ce, General Office of Planning 



Minrsferio de Economia y Frnanzas (ME9 
Hedy Haracaya, Dlrector, Dlrecclon Naclonal del Presupuesto Pubhco 
Dons V~llanueva Masgo, Sectonal~sta de Salud, Dlrecclon Naclonal del Presupuesto Publlco 

Otros 
Lic Marganta Petrera, Health Economist, PanAmerlcan Health Organizat~on 
Hedi Huarcaja, Health Sector Speclallst, M~nlstry of Economy and Flnance 
Martha Cecilla Esteves D , Admln~stratlve Dlrector of Consorclo (ESAN) 
Gladys Soto de Garcla, Gerente de Fmanzas, CARE 
Vilma Montaiiez, Sub-Director, Proyecto Salud y Nutnclon Baslca del Banco Mundlal 
Ing Elias Lozano Salazar, consultant, Technical Assistance Team (EAT) 
I111ch Ascarza Lopez, President, CIPRODES, Anallstas en Asuntos Economlcos, Soclales, Contables y 
Legales S A 

INSTITUTIONAL CONTRACTOR (Pathfinder Internafronal) 

Equrpo de Aszstencza Tecnrca P2000 @AlJ 
Sr Mrchael Jordan, Jefe EAT 
Dr Bruno Benavldes, Jefe Adjunto 
Dr Rene Cervantes, Especlallsta Capacltaclon 
Dr Alfonso Vlllacorta, Especlalista Matemo-Infant11 
LIC Flor Manna Guarda, Especiallsta Salud Comunitana 
Eco Mldon de Habich, Economlsta de Salud 
LIC Ruben Telles, Consultor IEC 

Asesures Regrunales E.4 T 
Dr Rtcardo Dios ( Sede La Llbertad) 
Dr Jose Llzarraga (Sede Ayacucho) 
Dr Raul Miranda (Sede Puno) 

CARE PERU 
Sr James Becht, Dlrector Adjunto de Programas 
Dr LUIS Tam, Gerente de Salud 
Dr Ivan Vclez, Coordlnador Adjunto 
LIC Gladls Soto, Directora F~nanclera 
LIC Carmen Calvo, Contadora del Proyecto PFJCARE 

ESWV 
Dr Claudo Lanata, General Manager, Consorcio ESAN-PCMI 
Dra Bctsi Butron, Dlrcctora de Evaluation y Monitoreo 
Dr LUIS Gutlerrez, Director of Community Component 

JI-IU/CCP 
LIC Patncla Poppe, Dlrector for Latrn America 
LIC Max Tello, Representante Local 
Lrc Carla Qulerolo, Consultora IEC 



MOWMIENTO MANUELA RAMOS 
Sra V~ctona Villavicencio, Coordinadora General 
Sra Frescia Carrasco, Coordinadora P2000 

AYACUCHO 
Dr Roberto Aldordn, Director General de la D~rector de Salud 
Sr Juho Cordova, CIPRODES 
Dr Lmo Hmostroza, D~recto del Hosp~tal de Apoya Huamanga 
Cost and Income Information System (SKI) Team 
Budget Programrn~ng System (SPP) Team 
LIC Ennque Mazuelos, Budget Preparat~on 
Eco Molses Rarmrez, Coordmator of Costs Unit 

TRUJILLO 
Dr Jaram~llo, D~rector Reg~onal 
LIC V~ctona Pmedo, IEC DlRES 
LIC Celso Bnceiio, Consultor IEC 
LIC Cesar Herrera, Consultor 
Jany Aldave, Capacitaclon 
Lic Nacha Cano, Common IEC 
Lic Lu~sa Ancajlma, Parttc~pacion Comunitana 
Lic Carmen Rum, Comsion IEC 
Prt Nelly Alfaro, Promotora de Ascope 
Sra Susana Mendez, Madre de la comunidad 
Sra Rosa Sanchez, IEC encargada 
Dr Jeny Cosme, Jefe CC Ascope 
Lic Lil~a R h g u e z  H~dalgo, Comision IEC 
Ass Cataha Pasco, Comsion IEC 
Ass Elsa Rebaza R h g u e z ,  Comislon IEC 
LIC Cesar Herrera, Relaclones Publlcas 
Ass Cecilio Castillo, Comn~s~on IEC 
Lic Ceciha Luna, Comis~on IEC 
Ass Mana Tuestas, Coms~on IEC, Hospltal Belen 
Ass Elisa Rodriguez, Coms~on IEC Hospital Santa Isabel 
Dr f ic i  Power, Comision IEC Hosp~tal Santa Isabel 
Obt Ivonne Manta Canllo, Cornwon ILC UTES No 1 

SAN MARTIN 
Dr Jose Paredes, Deputy Regional D~rector 
Lic Elsa Cabrera, P2000 Coordmator 
Sra Cecll~a Palomino, Madre de la comun~dad 
Dr Augusto Llontop, Director of Human Resources 
Dr Mlguel Vela, Reglonal D~rector 
LIC Qu~m~sto del Aguila, IEC Un~t 
LIC Lily, Comis~on IEC 
LIC Armand01 Vergara, Part~c~pacion Comunitana 
LIC Maria Elena Florez Rarmrez, IEC Coord~nator 
Sra Magru Carbajal, Paciente Hosp~tal Lamas 
Sra Judlth Carbajal, Madre de la Comunldad de Lamas 
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Sra Nelmth Ramirez, Madre de la comutlldad de Lamas 
Prt l l a n a  Mego, Partera de la comunidad 

ti? 

LIMA ESTE 
Dr Pablo Cordova, D~rector DIRE 
Lic Lucio Huaman, Com~son IEC 
L a  Filomena Pedregal, Partl~c~pacion Comunitana 

I, Lic Aldo Araujo, Com~sion IEC 
Lic Jose Baca Camllo,, Cornision IEC 
Dr Juan Carlos Yafac 

t PUN0 
Dr Smon Checa Inohente, Direcc~on Tectllca 
Dr Ellas Aycaclla Manzancda, Dircctor dcl Hosp~tal dc Puno 
Dr Jesus Gomez Pmeda, Direccion de Salud de las Personas 
Dr Pedro Valergo Gallegos, Coordlnaclon PAAG 
CPC Hermeneglldo Cortez, Direcc~on Ejecutlva de Administraaon 

I%.. 
Lic Isabel Mama Illanes, Coordmacion Prograrna Materno Pennatal 
Dr Edgar Cotacallapa, Coordinator Proyecto 2000 
Lic Ubaldina Maldonado, Dlreccion de particlpaclon Communitana 
Lic Clotllde Pinazo Calsm, Coord Prog Mujer Salud y Desarrollo 
Ing German Tito Condon, Dlreccion de Eskuhstlca e Informat~ca 
Sra Amelia Bejar, Direcc~on de Planificac~on y Presupuesto 

L Sr Gilberto Jaen B , Respons~ble de IEC 
Sr Raul Mlranda Arostlgug, Regional Advisor EAT 
Sr Damel Eduardo Garanca, Assistant 
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ANNEX 6 FINANCE 

6 1 EVALUATING THE FINANCING AND MANAGEMENT COMPONENTS OF 
PROJECT 2000 

The purpose of thls Annex is to provide a more detailed account of the analysis and reasoning that went 
mto developmg the observations, conclus~ons and recommendations prowded in the Section 8 
Init~atives for Health Care Financing and Efficient Management of the text Although there is some 
overlap between the discussion presented here and m the text, several of the major dwussions of the text 
are not addressed here Thls Annex, therefore, should not be construed as a substitute for the text 
discuss~on, rather, it is a complement to that section 

A Antecedents 

A 1 The Context and Ratronale for the Desrgn of the Frnancrng Component 

At the hme that PROJECT 2000 was being des~gned, the MoH was in the throws of a severe recurrent 
cost cnsis The cost cnsls was the result of a protracted and steady erosion in the Mimstry's annual 
operatmg budget, wh~ch by 1992, had left it with a mere 36 percent of its 1982 real expenditure levels 
(see F~edler 1993 for details) Fmanc~al constramts were clearly a sahent, lf not the single most important 
factor, limihng the Ministry's ability to provide adequate health care to Peruvians It was, therefore, 
appropnate to mclude a tinancmg component in the Project m order to attempt to address this severe 
problem 

A 2 The MoH's Current Frnancral Status An Update 

Startmg In 1995, the Min~stry of Health's long term cost cnsis began to turn around That year, the MoH 
received a marked increase m its budgetary allocatron from MEF, enabllng it to increase ~ t s  1995 
expenditures to a level 2 4 times h~gher than those of 1994 (m nominal terms) Thls monumental Increase 
in financing dld not instantaneously end the many long-standing problems-financial and otherwlse-of 
the MoH After being starved of fiu~ds for more than a decade, it was necessary to begm a process of 
what amounted in many ways to the reconstruction of the Ministry Thls IS, perhaps, most drarnat~cally 
demonstrated by the fact that the Ministry now could begin reapening the hundreds of health facilrties 
that had been closed, In somc cases for many years, owmg to financmg shortfalls, terrorism, or somc 
combmation thereof 

Smce the massive Increase In the Ministry of Health's budget in 1995, its fhding level remained 
relatively stable (in real terms) in 1996 and 1997 Last year, however, it fell substantially due to the 
economlc recesslon and the shortfall of Central Government revenues, whlch the Government responded 
to by across-the-board cuts In spendmg of roughly 20 percent 

Smce the des~gn of P2000, officially reported (fiscalizado) user fees (mgresos prop~os) have contmued to 
nse in importance, both in absolute terms and as a percent of total MoH revenues They grew from nine 
percent of all MoH revenues m 1992 to 14 percent In 1998 In absolute terms, they grew from 12 7 
million soles in 1991 to 2 13 million soles In 1998, an mcrease of 17-fold, m nominal terms Smce 1992, 
they have been Increasing at a rate of about 50 percent per year (m nominal terms) 



In short, thc financlal status of t l~c  MoIi has lmprovcd significantly since 1992 As a result, the Project's 
Flnanclng Component, whlle still important, has lost much of ~ t s  urgency It is no longer the slne qua non 
for Improving the fknct~oning and the quality of MoH care that it was when the Project was deslgned and 
the IC first contracted 

Growing MoH hndlng levels and growing user fee revenues are both reflective of the strong economlc 
recovery that the Peru made 111 1993-1997 from its severe depression of 1988-1992 The economy grew 
by 52 percent over the 1993-1997 penod, but has since slowed In 1998 it grew by only one percent and 
in 1999 it is expected to stagnate 

The growth in offic~ally reported user fee revenues also 1s attributable to the 1994 MEF reform In the 
reporting and handling requirements for user fee revenues Until then, MoH fac~lities were requ~red to 
give their user fees to MEF, and they redounded to the public treasury l 9  Thereafter, facilrties were able 
to retam control over these revenues l h s  change In policy provlded incentives for MoH fac~lities to 
collect user fees 

Propelled in part by the Improvement in tts financial status, the MoH's coverage of the natlonal 
population increased from 16 percent to 25 percent, at the same bme that the absolute size of the health 
care market was mcreasing (Petrera 1999) The MoH's provision of care increased from 8 0 mdlion 
outpatient consultations In 1994 to 14 1 mllion m 1997 (Cuanto, 1995, 1998) 

A 3 MEF and MoH Budget Reforms Performance- and Issue-Condrfronmg 
Consrderatrons 

MEF's National Budget Office has six dstlnct budgets for financing health services in Peru The most 
Important public health budgets (with nearly 90 percent of total health allocations In 1999) are the 
MINSA budget and the Ministry of the Presidency's (MIPREYs) allocabons to the Transitory Regional 
Administratrve Councils (CTARs) Up untd 1990, the MINSA budget covered all MoH activlt~es, 
incorporating both the present-day MINSA budget and the MIPRE-managed CTAR health allocations 
Smce 1990, the Regions' MoH budget has been separated out and each regionlsubregion is assigned its 
own budget The MINSA budget contmues to include the financing of L~rna/Callao and the three vertical, 
natronal pnonty programs, Baslc Health for All (PSBPT), F m l y  Planning and the Complementary Food 
Program MEF's 1999 rtlltial total MoH allocation was 2 6 billion soles, compnsed of a 1 0 billion soles 
allocation (38 percent) to the MoH MIPRE account, and 1 6 billion soles (62 percent) to the MINSA 
account 

In 1996, MEF announced a major budget reform package Law Number 26703 Law of Budgetary 
Management of the State provided the legal foundation for the changes and set forth the reform agenda 
MEF mtlated the implementation of the reform in 1997 In terms of their Impact on the MoH, the key 
elements of the package included 

The establishment of a new budget structure, which has not slnce been modified, thereby 
providmg stability of budgetary categones Compared to the pre-reform era, when budgetary 
categones changed sigmficantly from year to year, thls makes it much easler to analyze and 
manage the budget 

l 9  The tunung m of user fees was on paper only, the MEF registered fees and reported them but none were collected 
.. 11 1 



Promot1011 of the development and use by all government agencies of cost-based budgeting 
systems, tied to quantified goals and outputs 

Increased f lex~b~l~ty,  &scret~on and responsib~lit~es were given to Minlstnes It IS now the 
respons~b~l~ty of the MoH to dec~de how ~t w11 use the budget ~t receives, rather than bemg told 
how ~t will spend its budget This increases the autonomy of the MoH 

Similarly, the Regions/Departrnents now have the responsibil~ty of dec~drng how much to spend 
on health and how to spend ~t (beyond the requ~rement that they pay the piandla, wh~ch requires 
roughly 70% of total revenues) This Increases the autonomy of the CTARs and const~tutes 
decentralrzat~on 

The development of a software package that is provided to state entities (contamng relevant 
port~ons of the SIAF) wh~ch are requ~red to use rt to submt their budget requests and to report 
expenditures 

Monthly budgetmg of expenditure (10 days before start of each quarter) with quarterly 
disbursements (tranches) 20 days before the start of each quarter 

As w~l l  be seen below, these reforms d~rectly addressed some of the key issues ident~fied in the P2000 
contract as potentla1 policy dialogue top~cs, and made possible new means and avenues for address~ng 
other structural problems of the MoH 

B The Slow Start of the P2000 Fmanc~ng and Management Component Actw~ties 

Both the Management and the Financing Components got off to a slow start, especially considering that 
the person put m charge of them, the Health Econom~st, was ong~nally funded for only four years 
(through February 1999) Factors contnbutmg to th~s  slow start mcluded 

the d~sparate nature of vanous act~vit~es, whch was exacerbated in the Financing component by 
the absence of a rankmg of relat~ve pnont~es ( ~ n  contrast, the management component 
unamb~guously ~dentified the Budget Programrnmg System at the top pnonty), 

the fact that the financing component had several amvltles whlch were to be implemented on a 
national scale, whde the rest of the project operated on only a sub-national level, caused 
considerable confUs~on, 

the relat~vely l~m~ted  resources available for these components, given the complevity of some of 
the activities, the long t~me penod ~t would take to effectively ~mplement and lnst~tut~onalize 
them, and the nat~onwide scope of several of them, 

thc lack of clar~ty and dcfinrt~on by MoH senior managemcnt, exacerbated by frequent changes of 
top personnel (includ~ng the Minister), and 

the lack of a national counterpart agency or mdividual, which made getting the MoH "on board' a 
more ~nvolved and timeconsummg process, and frequently resulted In the health economist being 
relied upon as a MoH staff-person (heading up first the Inter-Institut~onal Coord~natmg 
Comm~ttee's Health Financing Subcomm~ttee and later the M~n~stry's Health Care Frnancing 
Comrn~ttee), thereby reducing the t~me available for project activ~ties 

112 



C The Demand, Cost and Other Early Stud~es 

Another reason for the slow start of the Financmg and Management Components was that the demand and 
cost studles which were to provide input into the design of the nat~onal user fee system, were to be 
completed, reviewed by the MoH and AID and "made available for use by the IC soon after the Contract 
IS imt~ated," were not completed until May 1996, 16 months into the Project 

The cost study was well done The methodology ~t developed and employed became the standard 
approach adopted in several important subsequent studles In add~tion, it became the foundation of the 
Cost and Income Information System (Slstema Informatics de Costos y Ingresos, SICI) and IS used to 
develop the health care services cost estimates wh~ch are an essential element in the Budget Programmmg 
System (S~stema de Programacion Presupuestana, SPP) As such, the cost study has had an impact on 
health pohcy 

The demand study was less successfbl, m part due to financ~al constramts and m part to technical 
decis~ons The demand study had been des~gned to prov~de the requisite informabon with which to 
design a national MoH user fee system It proved less than satisfactory for that purpose As onginally 
designed, the denland study was to have been based on a probability sample consistmg of nme 
geographcally defined strata L~ma Metropolitan, the urban costa, the rural costa, the urban sierra, the 
rural slerra, the urban hlgh selva, the rural hgh selva, the urban low selva and the rural low selva Also, it 
was to have produced two d~stinct reports 

The first will be a report dxcussmg the general findmgs, and will also analyze differences 
in the coverage and ut~lization rates of each of the subsectors and by geograph~c area 
The second study will be an econometnc analysis of the demand for servlces separate 
estimates of the own-pnce, cross-pnce and mcome-elasticihes of demand will be 
computed for (at mnimum) each of the four dishnct geographic stratum, vlz , the L~ma  
Metropolitan Area, the rest of the costa, the slerra and the selva Fmally, assurmng 
several d~fferent changes In the level of MoH pnces the impact of those changes on the 
quantlty of MoH servlces demanded and the level of MoH user fee revenues should be 
simulated (F~edler, 1993, p V-14) 

The econometnc model, however, was ~mproperly spec~fied Rather than the survey data being used as a 
tool for market analys~s and market ~dent~ficat~on, ~t was simply assumed that the entlre country could be 
regarded as a single market 

Several studies that were not ~dent~fied In the P2000 contract were done early on in the project at the 
insistence of the MoH The Mmistry mamntained that these works were essential to prowding a 
co~nprehensive understanding of the health care system and health care financing, whlch ~t felt was 
indispensable before intelligent talk about health care financ~ng and management reform could begm 
These studres included 



"Analysu of Public Health Spendmg," MACROCONSULT (10195-4196) 

"Evaluation of the Procedures of Programming and Budgeting of the Regions and Sub- 
regions of Health," MACROCONSULT (1 0195-4/96) 

The nature of these two studres-hndamental analytic preces about MoH financing and publrc health care 
expenditures-reflect the MoHYs lack of health care financlng and health policy analysts In essence, with 
respect to these studies and in other actrvrtles, as well, the MoH relied on P2000 to perform what should 
be standard staff hc t ions  

These works, and particularly the cost and demand stules, were among the first studles of t h s  type rn 
Peru m more than a decade They filled an important mformation void, and are regarded bq many as 
important, proneenng, reference works Moreover, they are credited wth provrdrng the rnitial impetus for 
conducting analytic studies of hcalth care financ~ng, which subsequently have become more common A 
recent document of thc Intcr-Amerrcan Dcvclopmcnt Bank's Strengthening Hcalth Care Scrvrccs Projcct 
noted, these were "srgtuficant studres that laid an important and analytrcally strong foundatron for 
understanding the health care market and for p l m n g  MoH actrvities m Peru," (IDB, 1998) The studies 
also brought attention, credibilrty and respect to P20007s efforts m the areas of financlng and 
management, and l ad  the groundwork for the very considerable wordination and leveragmg that the 
Project has acheved 

D Development of a Nat~onal User Fee System 

The P2000 SOW frnancrng and management activities mclude (1) the development of an rnventory of 
existing cost-recovery and efficiency enhancing schemes and (2) the selection of the most promising such 
schemes to (a) case study and (b) undertake operations research on them to improve thew performance 
These activities were to have provrded models for the component parts of user fee systems (vrz , 
exemption policres and mechanrsms, and adminrstrat.we systems), that were to be combmed wlth the 
econometnc results of the demand study to identify the level and structure of fees Both of these 
act~vities-the outputs from whch also were mtended to provide input into the design of that system- 
have only recently been started in earnest Thus, despite the fact that the demand study did not provide 
the type of data envisaged-a foundation upon which to build a natronal user fee system-lt did not 
constitute a cntlcal obstacle to the development of such a system 

A number of cons~derat~ons suggest that P2000 has h~gher pr~ori t~es at this t ~ m e  and that 
completion of these two activit~es should be dropped (although currently contracted work should be 
completed) 

presldentlal elections are only a year away, and there IS no reasonable hope of establrshing a national 
user fee system until some months after a newly elected adminlstratlon has taken office, 

much of the type of rnformatron that was to have been obtarned from these act~vltles is now available 
from a number of recently completed studies, ~ncludlng 

a forthcoming Pan-American Health Organuatron (PAHO) sponsored study of user fees 
based on a natronwlde sample of 83 MoH facilities, 



a DFID-sponsored study in Arequipa and San Martm of user fees m health centers and 
posts, 

the two studies by Margarita Petrera (of PAHO), "La Dernanda por Servicios de Salud 
de la Mujer Rural en el Peru,?' 1998, and "Aseguramiento Publlco en Salud Factores que 
Intervienen en la Eleccion de Proveedor," (borrador), Marzo de 1999 

information from the P2000designed SIC1 for eight hospitals and four networks of 
facilities will be available by mid-2000, 

the World Bank-financed Basic Health and Nutrition (PSNB) Project is m the process of 
contractmg Management Sciences for Health (MSH) to devise a Monitonng, T m n g  
and Planning (MTP) module on user fees, the design and implementatron of which 
(tentatlvely scheduled for 2000) wd1 generate much of this same ~nforrnation, 

P20007s own alrcady-completed studies GRADE 1998 and Cortez 1999 

Most importantly, the Health Economist needs to focus her attention and project resources on the SPP 
to better ensure that it is fully lnstitutional~zed and sustamble 

The recommendatron to drop further work on user fees should not be construed as suggestrng that 
user fees are no longer an Important MoH Issue In Peru They are very Important User fee 
revenues grew from nine percent of all MoH revenues in 1992 to 15 percent in 1998 In absolute 
terms they grew from 12 7 mrllron soles rn 1991 to 213 mrllion soles in 1998, a 17-fold increase (rn 
nommal terms) Moreover, there IS evldence that they constrtute an important barrler to access to 
care (Petrera 1998) The MoH system IS characterized by a plethora of idiosyncratic, facrhty- 
specific user fee systems that have come to constrtute a barrrer to access to care Of the one-fifth of 
Peruvrans who I eported they were 111 In the past four weeks and felt they needed to obtarn health 
care but drd not do so, 76% reported that they drd not seek care because they could not afford it, 
I e , 15% of persons who felt they needed care were deterred by economic consrderatrons (Petrera 
1999) User fees are ~mportant, but for the reasons already noted, P2000 should focus on other 
Issues However, to the extent that P2000 IS rnvest~gatrng user fee systems, ~t must strive to make a 
contrrbutron to the current debate The GRADE contract to design, set up, rmplement and evaluate 
user fees In two departments, falls short of that goal Annex 1 1 contalns a rewew of GRADE'S 
March 1999 report and some suggestrons for modifyrng the GRADE contract 

E Polrcy Dlalsgue 

A condtion precedent for USAID's awardmg P2000 was for the Government of Peru to establish the 
Inter-institutional Coordmating Committee (ICC) The ICC was seen as a potentially lmportant vehlcle 
for coordinating major health sector actors, while providing a forum for pollcy dialogue The ICC was 
formed when P2000 started, but met only three times and was never an effective tool of policy dialogue 
Subsequently, another committee was formed that was charged wth addressmg health care financing 
issues T h ~ s  was the Financing Commlttee, formed by MINSA in mid-1995 Due to the dearth of health 
care financmg expertise In the Ministry, the P2000 Health Economist was the chair/coordinator of this 
committee from its inception until October 1998, when she stepped down Slnce then, the coordinator 
position has been assumed by the PSNB, and the Commlttee has not met 



Shortly after the initiat~on of P2000, when the mtroduction of a national user fee system looked politically 
feas~ble, the Inter-Amencan Development Bank-finded Strengtherung Health Services (PFSS) Project 
lnslsted (in ICC meetings) on talung the lead In the deslgn of the system PFSS never produced a report 
or recommcndat~ons on user fees The topic also fell out of favor wthin the Ministry for a tlme The 
topic of user fees got lost in the new current of major health sector reform, particularly as the ~dea  of 
~ntroducing universal insurance came to be a debated User fees were not considered reform, and they 
were not a prior~ty Tliese dcveloprnents discouraged the Project from undertalung much work In the arca 
of user fees By the tlme the current Minister came to power and user fees were again an accepted topic 
for discussion, the user fee system-related actlvltres of other agencies and the distract~on of other 
activ~ties and interests have, for the most part, kept P2000 from retummg to the topic, although not 
ent~rely It has mcorporatcd user fee revenues and evpend~tures of own lncome (~ngresos proplos) m 
recent changes it has introduced in the SPP and SICI Also, P2000 has conducted a demand study (Cortez 
1999) of Huaras, and has contracted GRADE to develop and assess user fee systems In two departments 

In asscssmg P2000 s pollcy d~aloguc efforts ~t IS ~mportant to recognize that a number of the toplcs nhrch 
the contract ldentificd as ~mportant, yotcnt~al lssues for pollcy d~alogue, have alrcady bccn addrcsscd, arc 
no longer relevant, or arc bcing addressed by P2000 in other ways, such as 

"Development of processes for programming, budgetmg and accounting These should move to a 
cost-based budgeting system that more directly support GOP health pnonties " The SPP and SICI are 
addressing this issue 

0 "Reunification of the entlre MoH budget, which is currently segmented into L ~ d C a l l a o  and the rest 
of the country The present practice is conducive to urban bias " MEF Qd so, but only temporanly In 
the spnng of 1998 The share of the reglons has increased slowly, but s u l y  from 3 1 percent of the 
MINSA plus MIPRE/CTAR health budgets In 1991 to 38 percent m 1999 

"D~scussion of the HIS system can play a more dynamc and influential role in making dec~s~ons 
about health policies and programs " PCMI is introducing a datadnven approach to decis~on- 
making, although the database it uses is the SIP 

Some of these changes are the result of MEF budget development and mon~tonng reforms (d~scussed 
earher) Others are due to changes In the way in which the MoH allocates resources See the tables at the 
end of t h ~ s  ANNEX For mstance, Table A 1 1 shows that MINSA7s Basic Health for All Program 
(PSBPT) allocates 

16 pcrccnt more money pcr person to thc scvcn "very poor" departments than ~t docs to thc scvcri 
"poor" departments, 

16 percent more capita to ~ t s  "poor" than to the nme "regular" departments, 

39 percent more to its "regular" departments than to Llma/Callao 

In short, the YSBPT allocates inorc nloncy to tlie poorer portions of the country and less to the wcalth~er 
The "very poor" departments receive 88 percent more per capita than does LidCal lao  from PSBPT 
program 

The Complementary Food Program (PACFO) also uses "need/povertyW based cntena to allocate 
resources Although the PAC's allocation pattern is not d~rectly (linearly) related to departments' pow@ 
category, as u the PSBPT, its Impact IS even more hlghly redistributive Whereas 29 pcrccnt of the 



PSBPT's total budgct IS allocated to thc scvcn "vcry poor" departments, thcse departmcnts recerve twrcc 
as large a share, 60 percent, of the PAC's total budget These redlstnbutlve resource allocatron patterns 
reflect the rntroductron of new programs that are targeted to the poor, and manifest rmportant changes in 
the way rn whrch the MoH has traditionally allocated resources Overall, however, LimaKallao 
continues to get the lion's share, 62 percent, of total MoH resources (I e , MINSA plus MIPRE's 
RegronaVCTAR Health) (Table A 1 1) 

Whrle the MINSA has been adoptmg new approaches to financing that enhance equity, the same cannot 
be said of that port~on of the MoH budgct that is allocated by MIPRE As Table A 1 6 In Annex 1 2 
shows, the drstnbution pattern of the regronal health budgets by department income category did not 
change between 1993 and 1999 in both years, the share of the "very poor" was 26 percent, that of the 
"poor" was 35 percent, and the "regular" departments received 39 percent The MIPRE resource 
allocation takes into account consrderatlon of own-resources (mgresos propros) that are to be generated 
by each department As may be seen rn Table A 1 3, the level of own resources that MIPRE assumes wdl 
be forthcoming are based on hlstorrcal patterns of reported actual, resource generatron from user fees As 
IS cvident in Tablc A 1 7, the amounts of own-rcsourcc gcncratlon that arc assumcd wrll bc forthcom~ng 
rn departmcnts vary dramatically in both absolute and relatrve (as a proportron of total rcgronal budgct) 
terms For mstance, the "very poor" departments of Cusco, Pasco and Ca~amarca are expected to 
generate 24, 22 and 22 percent (respectrvely) of their total regional resources from own'mcome, 
compared to only 13, 16 and 15 percent rn the "regular" departments of Moquegua, Tumbes and Tacna 
The poorest departments are expected to pay for more of therr health care than are the "regular" mcome 
departments This IS lnequrtable If there IS to be greater equlty In the distnbutron of MoH resources, not 
all of the change can be expected to come from the 62 percent of the budget that the MINSA Central 
Office controls there also must be reform in the way in whch MIPRE allocates health resources T h ~ s  IS 

an issue that should be drscussed by an Inter-institutional Coordrnatrng Commlttee 

There are other ~mportant rssues that also need to be drscussed in such a forum For mstance, there 
remans a need for pubhc debate on the objectives of a national user fee system, and there IS a need for a 
contmued coordnatron of the rnternatlonal agencres worlung m health The growlng coincrdence of 
Interests and activrt~es and the recent launching of the desrgn phase of new IDB and World Bank projccts 
(both of wliich wdl be burldrng on the work of P2000), make coordinatlon essential W l c  the Mmistry's 
Health Frnancing Commlttee can play an rmportant lnformatron shamg and coordinatlon role, the MoH 
needs to work more closely wth MEF and MIPRE (whch controls the health budget allocatrons made to 
the Reglons/Departments), and develop a permanent forum for dorng so It is, therefore, recommended 
that an mter-instrtutional commlttee, srmllar to the ICC, be constrtuted Other potentla1 rssucs to be 
addressed by thrs commlttee, include 

the devclopincnt of uniform public hcalth pollcles and objcct~vcs by wh~ch to allocatc the public 
health resources of both MINSA and MIPREICTARs, 

the development of unrform MINSA and MIPREKTAR adminlstratrve systems for the SPP and user 
fees, 

develop and lnipleincnt stratcgrcs and methods for targetrng resources, including new resource 
allocation cntena used alone or in conjunction wlth user fee exoneration pollcles to target resources 
to the poor, and 

developrng criteria by whrch to assess the Maternal-Chrld Insurance and Student Insurance Programs, 
and jolntly sponsor evaluations of these programs 



F The Budget Programm~ng System (SPP) 

The Budget Programm~ng System 1s undoubtedly the most s~gn~ficant output of the F~nancmg and 
Management Components of P2000 The three and a half year, half a nulhon dollar mvestment m the 
development and part~al ~mplementat~on of the SPP has produced a powerful, flex~ble tool for develop~ng 
health service dellvery goal-based estimates of financrng requlrements 

The SPP is an electronic spreadsheet-based software program that can be used to est~mate both the unrt 
costs and the total costs of all MINSA health facilrty actrvrtles, includmg 

final servlces (such as partrcular types of outpatlent consultatrons, e g , a prenatal care vlslt), 

mtermed~ate servlces (such as laundry servlces, x-rays or laboratory examlnat~ons) and 

adm~nlstratwe servlces (such as fill~ng out reporting forms, paylng bdls, and accountmg) 

The first step m uslng the system conslsts of the user quantlfymg speclfic output goals for the cornlng 
year In add~t~on, the user must ldent~fy the types, quant~t~es and pnces of the Inputs requlred to produce 
one of each of the identified servlce goals (e g , the tlme of a nurse, a symge, a cotton swab, alcohol and 
measles antlgen to provrde a measles vaccinat~on) 

The SPP IS very flexrble It can be used in hosprtals, health centers or health posts It can be used to 
estlmate the fmancmg requlrements of an ~ndwdual facll~ty, a network of facllrties, a 
reg~onallsubreg~onal health system (SRS or DIRES) or the entire MMSA system Whde ~t is set up to 
program a year, ~t can be used to program any length of t~me It also can be used to program the budget 
from any number of dutmct financ~ng sources, such as MINSA transfers of publ~c treasury/or&nary 
resources from the Bas~c Health for All Program, the Family Plann~ng Program, or the Complementary 
Food Program, as well as CTAR funds and user fee-generated revenues (~ngresos propzos) Th~s  1s an 
~mportant feature as not all of the resources from these d~stinct sources are ent~rely fung~ble (I e , they are, 
to varying degrees, earmarked for specific purposes) 

This system represents an important break wth the way MINSA has establ~shed goals and developed 
budget requests m the past Until the ~ntroduct~on of ttus system, most semce dellvery goals were 
generally establ~shed by each vertical program's natlonal ofice, wlth non-vertrcal program servlce goals 
generally set by reg~onal office personnel The SPP 1s a tool for tumng thts topdown approach on ~ t s  
head spec~fic servlce dellvery goals are establ~shed at the local level (e~ther the fac~l~ty, the facd~ty 
network or thc DIRES, dcpcndmg upon exactly how ~t 1s ~mplcmcntcd) MMSA budgct rcqucsts uscd to 
be s~mply cxtrapolat~ons of thc prcvlous year's budget, and generally drd not rcflcct c~thcr ant~clpatcd 
servlce dellvery levels or the costs of provlhng care The SPP 1s a vehlcle for llnlung Inputs, costs and 
outputs It makes available for the first t~me ~nformation wh~ch is necessary, but not suffic~ent, for 
Improvrng the mnagenal performance of MoH personnel and fac~lit~es 

By prov~d~ng a vehlcle for expressing locally felt needs and pnont~es, and replac~ng the former topdown 
with a bottoni-up approach, the SPP may bc secn as an important tool for effectwe deccntralmt~on and 
empowenng local MoH personnel As such, llke the PCMI system, ~t too prov~des ~mpetus to democracy- 
nurtumg types of changes In the traht~onal mode of fhct~onmg of the State, and spec~fically the MoH 
The s~gn~ficance of the development and successful ~mplementatron of the SPP cannot be overstated ~t 
ushers m a new era m the MoH 



The SPP, however, is not yet implcmcntcd In 1998, wrth assistance of the PSNB and the Pan-Amertcan 
Health Organization (PAHO), P2000 hosted SPP training and pilot-testing m the 12 P2000 DIRES, the 
Callao DlRES and the eight sub-regrons (networks) of the PSNB Management Sclences for Health's 
(MSH's) Management Training and Planning (MCP) approach, which has just started to be implemented, 
looks well destgned and as if ~t wtll be an important tool for helping to instituttonalize the system 
Nevertheless, the pdot-testing experiences and the feedback provided at a November 1998 national 
workshop of D I E S  personnel and a March 1999 "SPP validation" workshop, suggest that it would be 
advisable to go a bit more slowly (MINSA, P2000 & PSNB, 1998) 

The MoH's General Office of Planning (OGP) has officially adopted the SPP as the tool that it wulI use to 
develop budget requirement estimates that lt annually submits to MEF The MoH plans to use the SPP to 
develop the annual DIRES-level budget estrmates for next year, 2000, but will be hard-pressed to achleve 
h s  goal l k s  goal underscores the overly optimistic new of implementing the SPP, wh~ch needs to be 
reassessed The tralning and implementation phases of the SPP are cntical and should not be short- 
changed Doing so will put the institutionalrzation of this important innovation at-nsk and will 
unnecessarily jeopardtze the investment that has bccn made in its development to date 

If the SPP has a shortcoming, ~t may be that the system is too comprehensive and too complex to 
implement throughout the country in a slngle step, as is currently planned The system cons~sts of more 
than 30 files, has 80 dfferent categones of personnel, 100 components and 290 sub-components, for each 
of whlch the user has to collect and enter data Whlle it IS a user-hendly system, ~t rs strll a monumental 
task that is lrkely to be daunting to some, and of sustamable, practical use for others only if rt is phased-in 
over several years 

One cannot but question whether the tramng and rmplementation plan that has been developed (in 
conjunctron with the PSNB that is co-financing t h ~ s  phase of the activ~ty) 1s adequate That plan wnsrsts 
of a senes of natronal and regionaVdepartmenta1 level workshops Each agency to be tramed in 
lmplementmg will receive a total of four days of tramng in the cntrcal Modules 1 and 2, wth  Modules 3 
and 4 bang the responsibllrty of the OGP The tratrung system includes a self-instruction CD, a manual 
and an mtroductlon to a modulanzed group-work The CD and MSH's MTP are novel approaches, and 
look promising Still, the magrutude of the change being introduced and the data requirements suggest 
that thls plan is inadequate, and two recent feedback and plann~ng sesslons underscore thls concern 

The first of these sessions was a workshop held on November 5 and 6, 1998, hosted by P2000 and the 
PSNB, to whlch representatives of all 24 department's reg~onal office directorates (DIRES) were lnnted 
to discuss the SPP and user fee issues The meetmg was dubbed "Techmcal Meetrng Init~attves for 
Improving Financial Management" Twenty-one departments were represented The meeting was 
attended by the directors, asststant dtrectors and chtcfs of the Offices of Plannmg and Budget of the 
DlRES The meeting was structured, with one day derllcated to SPP issues and one day dedicated to user 
fee issues The SPP &scussion was structured around the following themes 

perceptions of the SPP as a management tool, 
rdenttfjring key ways to strengthen and re~nforce the SPP, 
wcakncsscs of the SPP, and 
opmtons about proposed tramrng plan 

The second day's user fee discussion was structured around the following issues 

levels of knowledge about measuring and evaluating equity, efficrency and targetmg strateg~es, 
identifying prioritres within both areas user fees and targeting, 



the div~s~on of labor / ass~gnmcnt of responsibihty for particular components of user fee and targetmg 
policies, 
l~mitat~ons to applymg a targetmg strategy, and 
requ~red act~ons for overcoming ident~fied l~m~tat~ons 

Among the major findmgs and conclus~ons of th~s  meeting 

The second of the SPP evaluat~on and plannmg sesslons was what was labeled a meetmg for "validating" 
the SPP The attendees were persons who are probably the most sophlstrcated of the soon-to-be users of 
the SPP, personnel from the L~maKallao DIRES' Budget Teams Yet they could not get beyond the 
conceptual~zat~on stage and therr concerns and questions about methodology It wasn't planned t h s  way, 
but the meeting was contmued two days later Why should we thnk ~t wd1 be any lfferent with a less 
well-prepared group of people? The t m m g  and lmplementat~on phases of the SPP are cntical and 
should not be short-changed Domg an inadequate job on th~s  phase of the activlty, nsks squandenng t h ~ s  
opporturuty and the resources that have already invested In this act~v~ty over the past three years Th~s  IS 

a gamble that should not be taken 

The OGP, P2000, PSNB and PAHO have drafted an "SPP mshtutionalmhon agreement" for s~gnature 
Although t h s  document ~dentifies next steps and who is respons~ble for what, it does not identify spec~fic 
required inputs (equ~pment, tramng, new positlon descnptions, addit~onal personnel, etc ), nor does ~t 
have a t~melme or deadlines for spec~fic act~vitles Too much depends on not following-up closely wth 
the OGP m morc carefully del~neating thc specifics of t h~s  document, m ass~stmg ~t In implementing 
Modules 3 and 4 and m providmg adequate t~me for further evaluation and follow-up 

It may be neces sq  to develop a simpl~fied version of the system that could be ~ n ~ t ~ a l l y  ~mplemented m 
locales w~th  Inadequate admin~stratwe capaclty The current, more full-blown model then could be 
~ntroduced over a penod of several years It u recommended that addrt~onal resources be dedicated to the 
trammg, ~mplementat~on, evaluahon and follow-up of the SPP This would allow for add~tional facility- 
level, regional and natronal implementation feedback, evaluation and plannmg workshops of the types 
conducted by P2000 m November 1998 and March 1999 already lscussed It also would allow t~me  for 
mvestigatrng other means by whch to s~mpl~fy the bas~c model and, to the extent deemed necessary, 
devlsmg phase-in packages of the SPP 

One way In whlch the basic model could be molfied that should be ~nvestigated would be to develop and 
use treatment protocol norms in est~matlng the costs of both personnel and supplies Inputs and costs l h s  
would serve three purposes 

Flrst, it would greatly fac~litate the annual development of the resource requ~rcmcnts/costs of 
producmg the stated goals and servlce dellvery targets Rather than hawng to work w~th  each 
employee in the sample of fac~lltles to be costed each year to develop an est~mate of hisher time 
devoted to each type of activlty, treatment protocols would prov~de a standarhzed input/output type 
of relatronsh~p for each actwty, thereby obmatmg the need for h s  very t~me-consummg undertak~ng 

Second, ~t would base the cost of serv~ce provlslon on all of the Inputs requ~red in all f ac~ l~ t~es  and 
DIRES, and would make these est~mates independent of the idiosyncrat~c pract~ces which have 
developed over the past 20 years, whereby the provlslon of some of the drugs and other medlcal 
suppl~cs, and thus some of the costs of prov~dmg these services, have come to be the respons~b~l~ty of 
the patlent These pract~ces have become inst~tutional~zed In the host of ~dlosyncrat~c modus 
operand1 of fac~l~ties, and result in potent~ally large demations In dfferent fac~l~t~es '  and DIRES' 
est~mates of the cost of providmg different types of serv~ces Reliance on treatment protocols to 



define Input requlrcmcnts would standard~ze thc approach to costmg and thereby would serve to make 
the appl~cat~on of the SPP more equ~table 

Thud, employ~ng standardzed treatment protocols would enable more read~ly ~dent@ng and 
analyz~ng vanat~ons in labor productlv~ty and laborlfac~lrty capaclty utlllzat~on For mstance, rather 
than s~mply fmd~ng that fewer semces are prov~ded m part~cular fac~lrt~es or DIRES, ~t would be 
poss~ble to est~mate the amount of what m~glit e~ther be (a) down-tlme, I e, t~me  that 1s not spent on 
direct service dellvery or admrtllstrat~ve activlt~es (and 1s avalable for mcreaslng the provlslon of 
consultat~ons or other servlces delwery) or (b) excess tune spent provllng some servlces, and to 
determine whch of these two charactenzat~ons more accurately descnbes the particular srtuatlon 
T h ~ s  capab~l~ty provldes ~nforrnat~on w~th important management ~mpllcat~ons 

The SPP does not yet have a budget execut~on evaluatron module, although one 1s discussed In 
CIPRODES and MSH P2000 documents To fachtate and encourage the use of the SPP m management 
and budget allocat~on dec~s~on-makmg, this module should be developed and Included In the bas~c 
software package 

Fmally, it sliould be recogmzed that filfilling the P2000 terms of reference (TOR) requ~red only that a 
nat~onal cost-based budgetmg system be developed and Implemented It d ~ d  not requlre the development 
and ~mplementat~on of the much more decentrahzed SPP system that has been developed The way In 
whlch Project 2000 has defined and undertaken th s  act~vlty 1s a s~gmficantly more amb~t~ous task The 
MEF's reforms havc made the development of the SPP for appllcat~on at below the natlonal level an 
Invaluable one 'Ihs 1s an important modlfieat~on that has requ~red far more preparatory work and more 
resources than had been env~saged In the ongrnal contract P2000 has gone well beyond ~ t s  TOR to adapt 
to the evolvlng cond~t~ons In Peru and has hlfilled the more demanlng requ~rements that MEF has made 
of the MoH slnce the des~gn of the Project 

By the same token, however, the t ~ m ~ n g  of "Law Number 26703 Law of Budgetary Management of the 
State" and the budget reforms MEF mtroduced m 1997 to comply w~th th s  new law were propltlous for 
P2000 The passage of this law encouraged the OGP to become interested In and to adopt the SPP as a 
means by whlch ~t could comply w~th both the splnt and the letter of the MEFYs new approach Tlus 1s 
not to suggest that the OGP m~ght not have done so anyway However, the slow speed w~th whlch the 
OGP became faml~ar  w~th the SPP system suggests that, at the very least, MEF7s new mandate to State 
agencles served to exped~te OGP7s adoptlon of the SPP 

G Issues and Cons~derat~ons In Estlmatmg the Costs of PCMI 

Thc asscssmcnt of thc financ~al susta~nab~l~ty of a project usually beg~ns w~th an analys~s of ~ t s  cost I n  
th~s  analys~s ~t 1s cr~t~cal  to d~st~ngu~sh bctween what are termed "start-up" costs and what are labeled 
"recurrent" costs As the name suggests, start-up costs are those costs that are Incurred undertakmg 
act~vltles whlch are essential to startmg a new a project or actlvlty, and are generally one-t~me In nature 
In contrast, recurrent costs are costs that are mcurred each year m the course of undertakmg actlv~tles that 
must be on golng In order to ma~nta~n the program or mtervention The focus of financ~al sustarnab~l~ty 
asscssmcnts 1s on recurrent costs If the rccurrcrit costs of the project can be absorbed (In th~s  instance, by 
the MoH) the project IS regarded as financ~ally sustamable 

The PCMI component of P2000, however, does not readily lend ~tself to thls standard approach because 
( 1 )  ~t 1s expenmental, and 1s bemg pllot-tested and molfied as ~t IS bemg ~mplemented, and (2) due to the 
Inherent lfficult~es of definmg a standard~zed set of actlv~t~es In an ~ntervent~on wh~ch IS, by des~gn, a 
dccentrahzed, emp~r~cally-drlven, needs-based ~ntervent~on These charactenst~cs of the PCMI 
~ntervent~on blur the d~stmct~on between start-up and recurrent act~vlt~es, and thereby betwcen start-up 
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and recurrent costs, and, togcthcr w~th thc lack of project documentat~on and the limited time available, 
preclude estimating the costs of the PCMI program dumg this evaluation 

G 1 The Inherent Difficulty of Est~matmg the Costs of PCMI 

It is imperative to notc that tllc costs of PCMI are not only the costs that are incurred by P2000 PCMI 
also requires other mputs, many of whlch prov~ded ~n-lund by the MoH Most importantly are the time 
costs of the many staff persons who partic~pate In PCMI tramng and ~mplementation As PCMI traming 
and ~mplementat~on cascades down to the local level, ~t becomes increas~ngly difficult to determme 
exactly where the ~mplementation of the model ends and everyday work beglns the implementat~on of 
this on-the-job problem-identification and problem-solv~ng approach at some point becomes 
~ndstmguishabie from everyday work 

Nevertheless, ~t becomes ~mportant to delineate where and when PCMI ~mplementat~on ends, if we are to 
cost the implementat~on of the model No effort has been made to assess this cost or its sustamablhty, but 
clearly ~t 1s an Important one when we consider trainlng most of the MoH's 70,000 employees Ths  cost 
1s parbcularly important to quantify because it 1s at the end of the PCMI implementation cascade that the 
largest numbers of persons are mvolved At the same tune, however, ~t is thls cost that is particularly 
d~Ecul t  to quant~fy because as the PCMI intervention cascades down to the local level it becomes 
increasingly idiosyncrat~c and ult~mately ~nd~vldual facil~ty- and even mdividual staff-specific The 
PCMI model 1s based on tramce-ident~fied problems and tramee-~denttfied methods by wh~ch to address 
those problems Thus beyond the skeletal, three-tiered, structure of the model (national traming of 
tmners, reg~onal traming, local level tramng), the costs of the program at the penphery are a function of 
the exact nature of traming-tramng topics, traming sites, t r m n g  toplcs, number of tramees, number of 
sessions-which is a tramng application-specific outcome of local level discussions and decisions 

The general magnitude of these costs suggests that the financial sustamability of these costs-and 
concomitantly of PCMI-w~ll be largely determined by the outcome of two countervailmg factors, viz , 
the frequency w~th  wh~ch the PCMI tramng occurs and the Increases In productiwty and quality of care 
which are d~rectly attnbutable to PCMI Both of these factors are exceedingly dlficult to quant~fy (due to 
confounding factors) 

G 2 Superv~s~on and Tramng Long Term Cost and Sustamabd~ty 

The nature of PCMI is such that it obv~ates the need for a great deal of trad~tional supervision and 
tramlng Assessmg the longer-term financial susta~nablhty of PCMI requlres reconfigunng trad~t~onal 
supervisory and tramlng systems to take full advantage of PCMI Cons~derable cost sawngs are hkely to 
be reallzed as a result of doing so 

The costs of supervision and trammg are currently h~gher than they need be and are hkely to be once the 
complete model is defined At that pomt, both the MoH's current supervisory and tramng systems, 
which arc both traditional in nature, togethcr with the model's supervlsory and tramlng systems arc both 
being mantamed Once the model is fully articulated, tradtional supervlsory and trammg activities can 
be revised and integrated mto the model, thereby reducing total supervlsory and training costs In light of 
the fact that both systems are currently in operation, and the final configuration of supervision and 
training systems is st111 uncertam, the long term (1 e , post-start-up) costs of the PCMI are difficult to 
estlmate 



G 3 A Costing Methodolonv that Should Not be Adopted 

USAID has requ~red the contractors and sub-contractors of P2000 to subm~t their lnvolces using a system 
that relates all costs to speclfic outputs identified in the Project's TOR Th~s  system for reporting 
expenditures by project component 1s internal to USAID that has been adopted to provide better control 
over annual expenditures than the traditional approach of annual budgets At first glance, it mlght appear 
that t h~s  system prov~des the cost estimates of each Project activity, and that, therefore, there 1s no need 
for undertakrng a costmg exerclse the required information is already ava~lable, or with a modicum of 
effort, combinmg different activities could readlly be in hand That, however, is not the case First, as 
already noted many of the activit~es undertaken to date have mvolved false starts, activities that have been 
abandoned for vanous reasons, or have const~tuted what should be regarded as start-up costs, and thus 
overstate the cost of the activities Second, and more fundamentally, while t h ~ s  method of costlng 
actlvlt~es may serve USAID purposes, fiom the perspectwe of the contractors, it cannot but be regarded as 
an artific~al construct that may result in cost estimates that seriously deviate from a given activ~ty's actual 
costs Why 1s th~s? T h ~ s  system requlres that an activity be completed before an lnvolce for ~t can be 
submitted However, some actlvlt~es may take a very long time to complete If a contractor 1s workmg 
on a particular activity for several months and it IS an expensive undertakmg, the contractor 1s llkcly to 
find it necessary to bill for some portion of the costs of the activlty in order to pay bills and ease cash 
flow How does the contractor do so? By increasmg the cost of activit~es that have been completed and 
for wh~ch it can subrmt an invoice It should be ewdent that how an "actwty" 1s defined-whether m 
terms of some all-encompassing end product, or m terms of a senes of mtermediate products-is cnt~cal 
But what happens when intermediate products are not (and perhaps could not have been) anticipated, for 
instance, because they are the outcome of negotiations between d~fferent ~nvolved parties? The result 1s 
that some activities (particularly those w~th a long gestatlon penod, those subject to negot~ation, and those 
defined 300" grossly in terms of only final products) are hkely to appear to be far less costly than they 
were in fact Conversely, some actwlties (particularly those that are recurrent, or have short gestatlon 
penod or durat~on) are likely to appear to be more costly than really they are Therefore, while this 
system may be a useful startmg pomt for devlsing a methodology for estimatrng the cost of P2000 
activities (by, e g , ldent~fjmg cost centers), it should not be construed as providing accurate estimates of 
the cost of P2000 activities 

6 2 Suggested Modfications to the GRADE Contract 

The GRADE contract to set up and assess two pdot user fee systems should be modified the contract 
should be extended for an additional SIX months to prowde more time for the system(s) to be established 
and up-and-runnmg before it is assessed Also, the user fee adm~nistrat~ve systems-lncludlng the role of 
the DIRES m monltonng-must be made a pnmary focus of the study The proposed pubhe drscuss~on of 
the objectives of a national user fee systcm (In an "Intercampus-type event") should be postponed untd 
early 2001 

Comments on GRADE (Grupo de Analysis para el Desarrollo), "Slstema de Tanfas y Exoneraciones de 
10s Servic~os del Mtnisteno de Salud Propuesta General del S~stema de Tanfas y Exoneraclones por 10s 
Servicios que Ofiecen 10s Establec~rnlentos de Salud del MINSA," Marzo 1999 

T h ~ s  1s not a general proposal, as it is entitled The piece is far too theoretical, too academic It consists 
of five components An analytic framework, a slrnulation model, a revlew of mternat~onal llterature on 
demand, a revlew of international I~terature on exoneratlon and targeting, and a review of exoneratlon 
systems in two Peruvian institutions These are all presented as mdwidual chapters and never Integrated 
It looks like five different individuals wrote the chapters What's the purpose of doing the llterature 
revlews rf they're not golng to be used to in the deslgn of the system7 Is this just mechanlst~c complet~on 
of terms of reference? The analytic framework/s~niulat~on model developed is soph~stlcated, but what 1s 
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rts practical appl~catron? What IS rt GRADE is proposing to do7 Are they not going to desrgn, rmplement 
and assess user fee systems in these two departments? Have they even vmted Taca or Huaraz? Do they 
plan to? 

What is needed IS a dragnos~s of the current systems, an observational revlew of what the different 
MINSA facilit~es In these two departments are currently domg It IS arrogant and presumptuous of 
GRADE to thlnk that it IS going to design a system and Install it without any understand~ng of local 
condit~ons These facll~t~es have had user fee systems for 20 years or more What have they 
constructed~ What are ~ t s  strengths and weaknesses? Yes, price levels and the structure of prices 
are important, but the focus needs to be adminlstratwe systems The GRADE report only has 
prices for one hospital in the area and it assumes some prlce levels for a health center and dism~sses 
the rest of the fac~lities In the area as having few revenues That IS not good enough The GRADE 
report has some ut~lization/serv~ce dellvery data for these two facll~t~es That n not good enough, 
either 

At one point the report notes that admln~strative costs and administrat~ve capaclty are Important 
factors in the deslgn and operat~on of user fee systems, but the report never addresses these usues9 
How are they gomg to dewse such a system w~thout ws~tmg these places and assessing 
administratrve capac~ty and admlnistratwe systems? 

There are some other difficult issues that need addressmg, as well fistoncally, the major reason user fee 
systems have developed has been the shortages of supplres MMSA facrlitres started chargrng m order to 
be able to purchase supplres so that they could do therr work-provide health care From ENNIV data, rt 
looks lrke there is a need to reduce the economlc barner to access to care-specrfically to reduce the 
prices berng charged lnd~gents That IS gorng to mean exemptrng more poor people than are currently 
exempted In many places How can user fee systems be structured or combined wth other financrng tools 
to encourage MINSA personnel to exempt people-to encourage them to glve up some of the~r  user fee 
revenues? 

Another ~mportant issue that needs to be addressed is what to do about corrupt~on and the embezzlrng of 
user fee revenues? What can be done--both w~thrn the facllrty and beyond the facilrty--to lscourage 
these leakages? Within the facrlrty, h s  may mean redesrgning how patrents move through the system 
(patlent flow) and when and where patrent pay for therr care What about trackmg revenues withn the 
facilrty? A method must be developed whereby "sales recerpts" for servlces can be combined wlth 
servrce delrvery data to crosscheck revenues and exemptrons/exoneratrons Puttmg a cornnuttee rn charge 
of revrewrng t h ~ s  data penodrcally (e g , once a week) IS a good way of drscouragmg leakages And what 
should be the role of the DIRES In monrtonng and malntainrng the lntegnty of the system? 

There are some legal issues that necd to bc addressed, as well There is at least onc CTAR that now 
claims 10% of the user fee revenues from the MINSA facil~tres in rts area Is that legal? Is that desirable? 
Can or should the CTAR get involved In doing some type of motutonng of the fees? Should that be 
instead of the DIRES? 

It would be usefil to drscuss how to go about developrng ldentificatron cards for mdrgents to mnlmrze 
the admin~stratwe costs of the system What are the pros and cons of such a system? How frequently 
should such cards be updated? Once every year? That u probably too often, glven util~zation rates 
Once every two or three years? 



6 3 Changes In MINSA's Resource Allocat~on (Tables only) 

MlNSA 1999 BUDGET ALLOCATIONS BY 1 
DEPARTMENT 

Inclerdmg the MIPRE Reg~onal Allocatmns Plus the MlNSA 

I 
I M I N S A  T r a n s f e r s  

Department 
A Muy Pobre 
B Pobre 
C Regular 

I I I I I I I I 

TOTAL 309,102,9621 38 202 1231 128,838 0001 476,143,0851 2 234 235 4541 2,710,378 5391 18%1 22,639 

Acceptable 

L~ma I Callao % ( 22%l 53%l 36%( 28%( 69%1 62% 1 31 % 

- - -  - -  -~ 

89,617 591 
62 008,248 

Reg~onal 
Budget 

67,885,724 

Basic Health 
for All 

. . 

7 424,950 
5 685,432 

General 
Total 

Fam~ly 
Plannmg 

Complemen 
tary Food 

20 154,320 

350.176 268 89 591,399 

Total MlNSA 
Transfer 

3,481,814 
2 378 667 

MlNSA 
as % Total 

4,937,421 76 735,048 

46,242,471 

Popula- 
t~on (000) 

49% 171 263 8681 178.912 400 
100,524,355 
70 072 347 

5.015 

134 282,515 

244 218 01 1 
275.738 291 

1,535 366 752 

I 

344,742 3661 29% 
345 810 6381 20% 

5 826 
4 671 

1 669,649,267 8% 7,127 



Table A 1 2 
MlNSA 1999 PER CAPITA BUDGET ALLOCATIONS BY DEPARTMENT 

lncludmg the MlPRE Reg~onal Allocat~ons Plus the 

1 I I I I I 

IMINSA TRANSFERS I 

Department 
A Muy Pobre 
B Pobre 
C Regular 

Sub-Total 
( = A + B + C )  
D Acceptable 

TOTAL 

Bas~c Health 
for All 

17,865 
15 382 
13,275 

15,550 

9,525 

Reg~onal 
Budget 

35,675 
41,919 
59 032 

-- 

25,076 

General 
Total 

69,826 
59,173 
74 034 

Fam~ly 
Plannmg 

985 
1,274 
1 217 

1 163 

2,828 
- 

3 991 

Complemen- 
tary Food 

15 301 
598 
509 

5,325 

6,488 

Total MlNSA 
Transfer 

34,150 
17,254 
15 002 

11,813 

22 038 

18,841 

40,880 

45 053 

215 430 

67,092 

234,271 

260 483 301 363 



MINSA 1999 DISTRIBUTION OF BUDGET ALLOCATIONS BY DEPARTMENT 
lncludmg the MlPRE Rea~onal Allocat~ons Plus the MINSA Allocat~ons 

M I N S A  T r a n s f e r s  

Department 
A Muy Pobre 
B Pobre 
C Regular 

TOTAL I 100%1 loo%[ loo%( 1OO%l 100% 

Sub-Total 
( = A + B + C )  
D Acce~table 

Reg~onal 
Budget 

8% 
11% 
12% 

7 8Oh 

22Oh 

Basic Health 
for All 

29% 
29% 
20% 

Complernen- 
tary Food 

60% 
3% 
2% 

Fam~ly 
Plannmg 

13% 
19% 
15% 

47% 

53% 

Total MINSA 
Transfer 

36% 
21 O h  

1 Soh 

64% 

36% 

72% 

28% 

31% 

69% 



I Table 1 
A 1 4  

MINSA 1999 BUDGET ALLOCATIONS BY DEPARTMENT 

1 lncludmg the MIPRE Reg~onal Allocations Plus the MINSA Allocat~ons 1 

M I N S A  T r a n s f e r s  
Basic I Farn~ly ] Complernen I Total 

Pun0 1 14 388 0071 828 341 1 17 937 7371 33 154,0851 45,809,2321 78,963 3171 42%/ 1 104 
A Muy Pobre ) 89,591,399) 4,937,421 1 76,735,0481 171,263,8681 178,912,4001 350,176,268( 49%1 5,015 

/ Health I 
Regtonal 

I MlNSA I 
Department I for All (Plannmgl tary Food I Transfer I Budget I Total I as % I tton 

General MINSA Popula- 



Sub-Total 

D Acceptable 

241,217,238 

(=A +B+C)  

Llma-Cailao 1 67 885,724 

67,885,724 

18,047,80 
3 

20,154,32 
0 

20,1 54,32 
0 

82,595,529 

46,242,471 

46,242,471 

341,660,570 

134,282,51 5 

134,282,515 

698,868,702 

1 535,366,75 
2 

1,535,366,75 
2 

- 

1 ,040,729,27 
2 

1,669,649 26 
7 

1,669,649,26 
7 

- 

33% 15,512 

8% 

8% 

7,127 

7,127 



Table A I 5 
MINSA 1999 PER CAPITA BUDGET ALLOCATIONS BY DEPARTMENT 
lncludmg the MlPRE Regronal Allocatrons Plus the MINSA Allocatrons 

I I I I I I 

M I N S A  T r a n s f e r s  

Madre de D~os 
Moquegua 
Tacna 
Ucayah 
Turn bes 

-la- 
'30 

72 753 
21,757 
23,994 
22 743 
16 746 

2,044 
1 467 
1 827 
2 049 
1 705 

982 
1 222 

843 
1 009 

405 

75,779 
24 447 
26,664 
25 801 
18 856 

11 1 755 
95 772 

11 0 664 
69,916 
56 646 

187,534 
120 219 
137 328 
95 716 
75,502 



I I I I 

C Regular 13,2751 1,2171 5091 15,0021 59,0321 74,034 

Arequrpa 
I ca 
La L~bertad 

Sub-Total 
( = A + B + C )  

13,185 
11 551 
9 214 

L~rna-Callao 
D Acceptable 

394 
628 
389 

1 091 
1 288 
1 006 

15,550 

9,525 
9,525 

14,670 
13,466 
10.609 

1,163 

2 828 
2,828 

68 649 
73,720 
47.775 

5,325 

83 319 
87,186 
58.384 

6 488 
6,488 

22,038 

18,841 
18,841 

45,053 67,092 

215,430 
215,430 

234,271 
234.271 



Table A 1 6 
THE STABLE DISTRIBUTION 

OF THE MINISTRY OF THE PRESIDENCY'S (MIPRE'S) 
REGIONAL HEALTH BUDGET ALLOCATIONS 

I 

I 

1993 
Allocation 
Reg~onal I Percent 

I 

1999 Allocation 

Reg~onal 1 Percent 
Department I Budget lwlo Lima1 I Budget lwlo Lima 

Pasco 

Ayacucho 
Huancavellca 

2.956 7321 2%1 1 9.524.2641 I O h  

Cajamarca 
Cusco 
Puno 

8,320,623 
3.385.047 

A Very Poor I 49,597,866 

. . 
6 81 1,731 

11,624,354 
13,070,418 

4% 
2% 

26% 

, 

Madre de Dlos I 1,81 1,9161 1%1 I 7,822 8631 1% 

4% 
6% 
7% 

5% 
4% 

Loreto 

Amazonas 

Ancash 
6 Poor 

22 344,000 
10 527.041 

178,912,400 

9,457,559 

2% 
5% 

3,175 839 

3Oh 
2% 

27 491 780 
47 232,506 
45,809,232 

26Oh 

33,407,284 
24.903.522 

12,835 420 
66.221.053 

Moquegua 
Tacna 
Ucayal~ 
Tumbes 

4Oh 
7% 
7% 

5Oh 
4% San Martln 

11,143,861 
40.954.000 Pwra 

7.086.986 

J 
2% 
6Oh 9.320.641 

7% 
35% 

1 

48,020 620 
244.218.011 

4 053 573 
6,247 424 
5,621,440 
2,556,356 

I 

7% 
35% 

2% 
3% 
3% 
1% 

12 450 364 
24 788,642 
23,212 000 
9,006 660 

2% 
4% 
3% 
1% 



I I I ! 1 

I Sub-Total 1 190,420,0461 100%1 1 698,868,7021 loo%/ 

Lam bayeque 
C Regular 

5% 
39% 

8,765 525 
74,601,127 

29,826,743 
275,738,291 

4% 
39% 



I Table A I 7 

I 1999 M~n~stry of the Presrdency Reg~onal Health Allocations I 
By Source of Funds Reg~onal Budget and Own-Income 

Reg~onal Own Reg~onal 
Department Budget Income Total Budget 

1999 CTAR resources 

n 
San Martln 21 959,802 3 381,000 25 340 802 87% 
Huanuco 19 548 320 5 052 064 24,600 384 79% 

99 CTAR resources 

Income 

13% 

22% 
24% 
12% 
16% 



4ncash 
3 Pobre 

8 433 253 2 193 848 
38,026,000 9 407 OOC 



Ica 29 115,0311 7,798,8691 36,913,9001 1 79%) 21 % 
La L~bertad 
Lambayeque 
C  Regular 

Note ' C lnd~cates total Includes Some Fmancmg by the Canon & Sobrecanon Account 

38.834 3801 17,058,0851 55,892,4651 1 69%1 31% 

Sub-Total 
( = A + B + C )  

20 216,535 
192,638,627 

525,318,650 

6,000 000 
55,774,682 

I 

141,109,4121 666,427,062 

. . 

26,216,535 
248,413,309 

79% 

77% 
78% 

21% 

23% 
22% 


